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When I was a 


famous explorer... 


I've been a lot of things, I have. 
Foreign Legion... North-West Mounted 
Zingari ...Shall tell you about 
when I was a famous explorer? Oh, it was 
nothing much ...Matter of fact, that’s how I 
got these sandals. Present from a very important 
native chief. Saved his life, you see... Ha, ha! Ever been 
had! They're Clarks Joyance eine} Oh, you know . 


* Clarks Children’s Sandals 
are made in several widths, 
and fitted by Clarks Footgauge 
for length and breadth and 
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SANDALS | 


PLANTATION FINISHED CREPE RUBBER SOLES 


Against 
exhaustion 


The energising and therapeutic effect of 
ucose is available in a most acceptable toon in 
FUCOZADE. 


ordinary glucose ‘preparations may 
have a sickly and even nauseating effect on the 
palate, LUCOZADE is temarkably refreshing. 
Once tasted is never refused. 


This pleasing 
characteristic is of the ~ 
_greatest value in 
cases of shock, physi 
exhatstion and 
other conditions 
requiring glucose 
ingestion. 
(Containing 
Maltose, and 


| glucose therapy 


LUCOZADE 


LUCOZADE LTD., GT. WEST RD., BRENTFORD, MIDDX. 
M17 


3 ‘Have you had 
your copy of 


— PILLARS OF PRACT ICE” 


— a helpful booklet 
to all members of the medical 
profession. 


not, please write to- 


THE MEDICAL SICKNESS, ANNUITY & 
LIFE ASSURANCE SOCIETY, LTD. 
Cavendish Square, London, 
_ (Tel. LANgham 2992) 
refering to this advertisement 


When 


baby is not thriving—-FRESH Cow’s Milk is always available. _ 
The Authorities, in recognizing the value of fresh milk in Baby 

Feeding, have made adequate supplies of it available FOR ALL BABIES, 

on application being made to Food Offices.” 

* . Liquid cow’s milk is Nature’s finest substitute 

for breast-feeding. MODIFIED with a little of 

Sister Lauras Food, cow’s milk (undiluted) is 

completely digestible by the youngest and most . 

delicate infant. 

which. is so valuable for tissue building, and all the mineral and 
vitamin content of the milk is unimpaired. 

That is why so many Doctors recommend FRESH COW'S MILK 
modified with Sister Lauras Food. 


MIMI 
LAURAS FOOD 


MODIFIES 


Breast- “Feeding 
Fails— 
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THE GRANNY RACKET 


BY 


HENEAGE OGILVIE, K.B.E., M.D., M.Ch., F.R.C.S. 
Surgeon to Guy’s Hospital 


if we look at the world of to-day and to-morrow with the 
complete detachment of a visitor from another planet we 
cannot fail to see that reorganization is proceeding every- 
where, not only in the State, but in big business, in big 
industry, that it is necessary simply to deal with new pres- 
sures from the flanks and new discovery in front. Where 
change is most rapid and most radical there it is the most 
necessary that its progress shall be helped and its direction 
guided for the common good—in other words, that it must 
be directed scientifically. Science is no longer the concern 
of scientists alone ; for the welfare, even the survival, of 
any State depends upon the proper use of scientific re- 
search. The road of scientific advance is marked by mile- 
stones on which are inscribed the names of men of genius ; 
but the man of genius can do no more than find the key 
that fits the lock of a new door. To turn that key, to push 
open that door, to explore the passages to which it leads 
and find which of them are profitable, and to unlock 
further doors as they are encountered, he needs help. 
He needs thousands of workers to get details settled and 
millions of money to provide the apparatus for mass 
research, and only very wealthy bodies can provide that 
help. The really vital question is not whether the State 
lakes part in the future development of a medical service, 
but, if and when it does so, what part it will take. 


A Unique Opportunity 
_This question confronts the American medical profes- 
sion to-day. The more courageous among them realize 
that now, while the sun of prosperity still shines, they have 


a unique opportunity to plan a health service along lines’. 


of their own choosing, to work with their Government 
as partners rather than as servants, to extend their research 
on national lines to unimagined goals. Others, like Gallio, 
care for none of these things, but shut their eyes to the 
facts around them. Such men find Harold Stassen’s articles 
in the Reader’s Digest, which many of us have read with 
amusement, meat and drink. “ Never, Never, Never,” in 
January, is a study of the British health service based on 
interviews with discontented doctors and a few slightly 
inaccurate figures. “Granny is Gone,” in the February 
number, tells the story of the old lady who died of pneu- 
monia because she could not be found a bed under the 
National Health Service. Both articles pay little more than 
lip service to veracity, but they encourage the American 


‘teader to thank God he is not as other men are, and to 


turn over again and go to sleep. (Matthew, vii. 3.) 
The facts are these. The large American hospitals which 
are not State-owned or limited to paying-patients are “ in 
the red.” They are facing a loss that increases every year, 
and they are increasingly worried over it. The poor 
American is worse off than Granny, for he gets very little 
unless he pays for it. He cannot get a nurse to look after 


him at home, as Granny could have done at the Govern- 
ment’s expense. He has never had those necessities that 
have always been available to the poorest in Britain, even 
before 1948—unlimited blood transfusion and unlimited 
chemotherapy. 

It is claimed that 50% of Americans are covered against 
the cost of sickness by insurance. This may be true to-day, 
but a year ago the number covered was more like 5%. 
Even to-day the number who are adequately covered is 
negligible. By adequate cover. is meant cover for all risks 
for all time. A fit man can insure against the cost of his 
first illness or his first operation for a reasonable sum. 
Once he has been in hospital he can reinsure only at a 
considerably enhanced premium, or with the more prob- 
able risks excluded. When he is really ill he is uninsurable. 
It is claimed also that those who are so insured can get 
the best that American medicine has to offer : unfortunately 
they may easily get the worst. 

American research leads the world to-day. The best 
American hospitals and the best American. physicians and 
surgeons are very good indeed. They give service second 
to none in the world. But there are also a number of 
doubtful clinics hungry for customers, and a host of un- 
trained specialists and fake consultants hovering on the 
outskirts and ready to prey on any sick man who strays 
from the fold. Many men who would not pass any scrutiny 
as specialists have admitting rights to the best hospitals. It 
is only necessary to read books like Petticoat Surgeon, and 
others that have been sent by their publishers for review, 
to get a glimpse of the chicanery and commercial dealing 
to which the sick American may fall a prey if he is un- 
lucky. The number of common bile ducts divided in 
America every year by incompetent surgeons exceeds those 
so injured in Britain by a significant margin. 


Medicine and the State 
Of all branches of science, medicine concerns the State 
most closely, for it affects the health, happiness, and work- 
ing efficiency of every one of the human units that make 
the State. It is to the State’s own interest to see that every 
man who has some idea or method that promises to advance 
medicine is given every facility to develop his invention 


and to apply it for the good of his fellows. It is equally to - 


the advantage of the State to ensure that every citizen, 
however poor, shall find available to him the best treatment 
that modern medicine can offer. All men would agree on 
the truth of these two propositions ; it is in the application 
of them that disagreement is not merely possible but inevi- 
table. Nowhere is help more needed than in medicine ; 
nowhere is control more disastrous. 

Fifty years ago medicine was a bedside science. Investi- 
gation was limited to clinical methods, diagnosis was largely 


empirical, and treatment took the form of shotgun 
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prescriptions couched in Latin. The use of quinine in 
malaria, of colchicum in gout, and of digitalis in heart 
disease were about the only examples of specific therapy. 
Fifty years ago surgery was conducted on wooden tables by 
men in shirt-sleeves working with a few simple tools and 
relying on antisepsis for safety. To-day we do not rest 
until we have an exact diagnosis, and we depend on a host 
of accessory methods—radiological, electro-optical, bac- 
teriological, and biochemical—to reach that exactitude: 
having made our diagnosis, we rely on single drugs, usually 
produced by a long chain of synthesis from some simple 
ancestor, and chosen to produce some exact effect on the 
body or its invaders. To-day a surgical operation requires 
surroundings and instruments of great complexity, and 


the services of specialists in many branches collaborating 


from the time when it is planned till many weeks after 
it is over. 


The high standards demanded by modern medicine and 
surgery can be reached only in a hospital, and, as more 
diseases become amenable to treatment and more people 
come to know what medicine can offer, the number of 
hospital beds needed for any unit of population increases. 
Hospitals are growing in numbers, in size, and still more 
in the complexity of the departments grouped within them 
and in the cost of their construction and maintenance. 
The time when wealthy philanthropists were able to found 
and maintain institutions is past. The time when doctors 
or patients could afford the very costly drugs that may be 
needed for the treatment of a case is equally behind us. 
The support of hospitals and the maintenance of research 
must in future fall upon the largest kind of corporate body, 
either professional or State. 


What alternatives are there? Insurance? We have to 
admit that insurance, with all its past successes, appeals 
to the business rather than to the charitable instincts of 
a nation, and, while men are willing to share the cost. of 
providing against a probable risk with others of the same 
profession, trade, factory, or income group, they are not 
as eager to finance those outside the group, such as the 
destitute and the aged, or to insure against risks that are 
not their immediate concern, such as the exploration of 
the radioactive substances or research into the causes of 
cancer. Here in fact only a body of the widest purview 
will be ready to take action on a scale sufficiently bold. 


Such a body, either professional or State, must have - 


great resources and great powers—above all, a great organi- 
zation. And all such organizations have those defects 
which we describe as bureaucratic. If the State finds the 
money it tends to interfere in the spending ; at the least, 
it wants to be assured by its own experts that it is getting 
value for money. But it is apt to set its own definitions 
on value and on what is an expert. A State expert is 
almost a contradiction in terms. An expert is one who 
has studied some branch of knowledge with single-minded 
concentration. A medical expert is one who has, by his 


_contribution to medicine, risen to a position of authority 


among his fellows. A State medical expert, prepared to 
advise a Government department on medical matters, is 
apt to be drawn from one of three categories, all equally 
dangerous. He is a Civil Servant who has risen by ability 
in a health department till he has acquired all the patter 
of a scientist and could pass in most company as a doctor ; 
or he is a doctor who has spent his whole life in a Govern- 
ment service, working office hours, and insulated from the 
delights and despondencies, the triumphs and the disap- 
pointments of practice ; or he is an eloquent opportunist, 
who finds in the position of Government spokesman an 


eminence that his profession has never accorded him, 
The first two look on a medical service as a matter of 
administration and accountancy ; the third is ready to turn 
on the tap of his oratory at the behest of any political 
master. 

Difficult Problems 


The matter of State aid concerns every kind of problem, 


and its dangers are apparent even to those who insist 
most strongly on its necessity. It is very much to the fore 
in Britain, where the State owns every kind of communi- 
cation, including the postal telegraph and broadcasting 
systems, every kind of transport, the mines, and many 
of the major industries. In each case we are facing the 


great difficulty of combining State help with efficient, 
management and progressive policy, of seeing that control 


shall not on the one hand be at the mercy of the changing 
politics of the moment, and on the other fall into the 
hands of a permanent bureaucratic clique. Many methods 
of organization are under trial, and they are all under- 
going modification, and we hope improvement. The 
American medical profession has the unique advantage of 
being able to study these human experiments in progress, 
if they will study them, without suffering the pangs of 
the laboratory animal, of being able to learn what is good 
and what should be avoided. 

What is good in our system is apparent—that the expense 
of medical care, education, and research will in the future 
be provided from public funds. What is unsatisfactory 
is equally apparent—the waste of money on unnecessary 
transport, on expensive apparatus that is not wanted and 
not cared for, on the administrative hordes that have 
settled on the body of British medicine and are costing 
more than the care of the sick. What is bad is as yet 
feared rather than apparent, and, given wisdom and ‘4 
willingness to amend abuses as they appear on the part 
of successive Ministers, it may never happen. The disaster 
that is greatly to be feared in any State medical service 
is the loss of freedom—freedom for the doctor to follow 
truth where it leads him, freedom for the patient to seek 
help where he has confidence. For the preservation of this 
freedom two things are essential: first, that all purely 
professional matters concerning medical education, the 
staffing of hospitals, and methods of treatment shall be 
decided on the advice of professional bodies chosen nol 
by the Ministry but by the profession themselves ; and, 
secondly, that private practice must continue. 


An Indefinable Quality 


One of the most unfortunate things about the inception 
of a medical service is that it imposes a rigid and artificial 
system of grading. Grading is inevitable in medicine, but 
just as in boxing or lawn tennis a man’s grading is that 
which he makes for himself, so in medicine a doctor’s 
grading is the position he attains in the eyes of his fellows 
and his patients. Academic training, degrees, honours, 
appointments, publications, all these things count, but they 
count little beside that indefinable quality a man’s real 
worth. We all know, on the one hand, multi-lettered men 


who are no more use to a patient than a dog-doctor ; and, 


on the other, men with poor qualifications and training 
who have slowly won their way by their character and 


the quality of their work to leading positions. Where @ 


State department picks its experts on the results of an 
interview or on the advice of a select committee it nearly 
always picks the wrong men. The danger of official inter- 
ference in matters of treatment needs only to be stated 
to be apparent. The orthodoxy of to-day is the. heterodoxy 
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of yesterday, and may be the discarded fallacy of 
to-morrow. Methods, like men, must establish their own 
grading. 

Above all things it is important that the relation of 
confidence between the doctor and his patient should not 
be disturbed. The patient should look on his doctor as 
an individual whom he has chosen to help his own indi- 
vidual needs, as a man of power who can invoke State 
assistance and command State resources, never as an 
official at the end of an office string. For this relationship 
to be maintained it is‘essential that private practice should 
be encouraged rather than driven into the hands of the 
small group of charlatans who would still exist to prey 


_ on the stragglers of a society in which all reputable doctors 


were perforce full-time employees of the State. In matters 
of decisive concern to the individual—his health, his house, 
his legal affairs, his money—it is essential that each man 
should be free, if he so desires, to seek advice from an 


expert of acknowledged position and integrity, chosen by 


himself. Only’when such a body of experts is available, 
as a standard for comparison and as a Court of Appeal 
in doubt or difficulty, can a Government service be wholly 
efficient or command complete confidence. It is clearly 
in the interests of a State medical service that the men 
who work within it, and the men whose wisdom or whose 
contributions to science have earned them a position in 
which they are sought as second opinions, should be the 


same. 
At the Cross-roads 


American medicine is at the cross-roads, and American 
doctors would be wise to face that fact. They can see, if 
they will look, other nations proceeding along, or being 
‘dragged along, some of the many paths that lead from 
‘the crossing. They are still free to choose their own. 
They can pick the good and reject the bad from other 
systems if they will study them, and from these pickings 
they have to-day an unparalleled opportunity, one that 
will never come again, to produce their own system and 
make it work. They can then go to their Government 
and say, “ Here is a plan that we, the doctors of America, 
have devised and tested. We claim that it will keep our 
scientific research in the forefront of world progress, that 
it will allow every man who enters medicine to find that 
work to which he is most suited by inclination and ability, 
and that it will enable every citizen of our great country 
to get the treatment that his disability demands. We can 
prove that the cost of this system to the country is less 
than that of the National Health Service in Great 
Britain, that the benefits it confers are greater, and that it 
is more readily adaptable to changing needs. We ask you 
to take it over as a going concern. We will run it for 
you.” 

The organization of medical services must come, all over 
the world, and the best people to initiate and develop such 
a public service are the doctors themselves, They alone 
have a clear and consistent grasp of the true relation of 
those services to the people, which is essentially that of 
servant and master—meaning that the true centre of interest 
and action is not in the authority but in the patient. And 
that patient is not a number in an office, but a unique 
Person, a living soul, It is because doctors, and especially 
that most responsible of doctors the general practitioner, 
can never forget that all-important fact, so.easily mislaid 
in offices and ignored by Governments, that I hope the 
American profession itself will take the first steps in its 
own development on a modern nation-wide scale. Will 
itdo this? Not if it goes on worrying over Granny. 


NEW ORIENTATIONS IN EPILEPSY* 


BY 


DENIS WILLIAMS, M.D., D.Sc., F.R.C.P. 
Neurologist, St. George's Hospital ; Assistant Physician, 
National Hospital, Queen Square 


Epilepsy has always aroused the interest of physicians, and 
it continues to do so probably because of our ignorance of 
the mechanisms responsible for its maintenance. There are 
other reasons for the present interest in this disorder. First, 
its manifestations are dramatic and its origins are certainly 
obscure—it is arresting and has always been mysterious. 
Secondly, it presents a social and economic problem of 
some size, for its incidence is surprisingly high. Statistical 
studies in America, Switzerland, and Holland (Ledeboer, 
1949) suggest that at least 1 in 200 people in each of these 
countries suffers from epilepsy in one form or andther. If 
the figure for the British Isles is similar, there must be 
200,000 subjects of epilepsy in our midst, and rough esti- 
mations have ranged from 100,000 upwards. Lennox (1947a) 
has estimated that there are about 10,000,000 epileptics in 
the world, although no more than about 300,000 receive 
treatment. Thirdly, as Hughlings Jackson’s work showed, 
the disturbances of function occurring in the epileptic fit 
have helped towards the understanding of the localization 
and integration of cerebral activity. Lastly, in the past 
15 years the electroencephalogram (E.E.G.) has shown more 
of what is taking place in the cerebral cortex during epi- 
leptic fits and between them. It has shown differences 
between epileptics and normals, and it has revealed new 
facts about the causal lesions. In doing this it has not only 
given us an instrument through which we can see more, but 
it has provided a sharp stimulus to the work and interest in 
epilepsy. Observations made with the E.E.G. have con- 
firmed many of the deductions of Jackson and Gowers, but 
they have also given us new knowledge and so have modi- 
fied our view of the clinical state of epilepsy. It may be 
profitable, therefore, to take stock, and to consider what 
reorientations have been brought about by these recent 
advances in knowledge. 

The electroencephalograph itself is an impressive piece 
of apparatus; the electroencephalograms are tangible 
and convincing ; the jargon which surrounds the subject, 
derived as it is from general physics, electronics, and physio- 
logy, creates an atmosphere in which the clinical worker 
feels bewildered and ignorantly respectful. He feels that 
this is something beyond the range of his education and 
experience, and he has not quite realized that most of the 
advances it has made possible have been in clinical know- 
ledge ; for the physiology of the E.E.G. is almost unknown, 
and the records, the result of activity in millions of cells, 
cannot yet be interpreted through the medium of axonal 
activity. The electroencephalographic changes found in 
epilepsy had to be related to careful clinical observation, 
and most of the interpretations of the E.E.G. made so far 
have been clinical. 

But there are other reasons, mainly clinical, for a changed 
approach to epilepsy. One is the discovery of new anti- 
convulsants, such as-the hydantoins, which are effective in 
one form of epilepsy and not in another, and so call for a 
differentiation of types. Another is the advance of neuro- 
logical surgery, which requires detailed knowledge of the 
lesion causing epilepsy. Penfield’s work has been largely 
responsible for this particular advance. A further reason 


a. pre Lecture delivered in Edinburgh University on October 
25, 1949. 
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is the realization that much abnormal behaviour—some 
psychotic, some criminal, and some only eccentric or anti- 
social—has a physical cause which is closely related to that 
of epilepsy. Interesting observations of this sort on people 
with abnormal behaviour, and particularly on psychopaths, 
have been made by Lindsley (1944) and Hill (1944). 


The Electroencephalogram and Classifications 


The E.E.G. has influenced knowledge in the field of 
epilepsy in four main ways: (1) types of electrical dis- 
charges have been related to clinically differing seizures ; 
(2) discharges identical with those seen in an attack but of 
shorter duration have been seen without visible changes in 
behaviour (larval attacks) ; (3) focal origins of seizures have 
been demonstrated and studied ; and (4) differences have 
been found between the E.E.G.s of epileptics and normals 
irrespective of the occurrence of a fit. 

On the basis of these changes, which need not be de- 
scribed here, new classifications of the epilepsies have been 
attempted. These have been of two kinds: those based 
upon the form of electrical pattern occurring in the fits 
(Gibbs, Gibbs, and Lennox, 1943); and those based upon 
the site of origin as well as the kind of electrical discharges 
(Jasper and Kershman, 1941). Both the classifications 
have of course depended on clinical as well as electro- 
encephalographic information and have involved the use of 
clinical nomenclature, so that some confusion has arisen. 
Without entering into any of the controversy that has 
centred around these classifications, their main implications 
may now be considered. 


On the Basis of Electrical Patterns 


Three main groups of epilepsies having this basis can be 
recognized: (1) grand mal, associated with runs of very 
fast spikes in the E.E.G. ; (2) pefit mal, associated with the 
three-a-second wave-and-spike discharge ; (3) psychomotor 
epilepsy, which is associated with various wave patterns, 
which can, however, be grouped into those in which waves 
are linked to give a rhythmic complex wave form, those 
which Gibbs calls a slow or modified wave and spike, and 
those in which no characteristic linkage is evident. 

Much has already been written about each of these types 
of epileptic discharges, but some general conclusions and 
also some tentative hypotheses can be based upon the new 
knowledge from which the classification has arisen. 


Grand Mal 


The first type of discharge with the very fast spikes 
(usually about 22 a second) may be accompanied by motor 
or sensory disturbances. When the epileptic attack is motor 
it has as its characteristic result the simultaneous con- 
traction of muscle groups. This contraction may be con- 
tinuous (tonic) or intermittent (clonic); it also may be 
generalized and symmetrical, or focal and asymmetrical. 
But wherever the contraction occurs it has the same form. 
If, for instance, it is in the hand, both the muscles causing 
flexion and extension of the digits and also the synergic 
muscles contract simultaneously, so that the position the 
digit assumes during the contraction is determined by the 
relative strength of the opposing muscles. 

There has been a simultaneous discharge of cortical 
neurones which has caused an unphysiological response 
with no regard for the relationship of agonistic, antagon- 
istic, and synergic muscles, resuiting in a movement that 
has no resemblance to the function of the part. It is an 
unorganized contraction. While this mass contraction is 
taking place the cortex is discharging high-voltage spikes, 


which are of course simply fast waves. These fast waves 
are often generalized and symmetrical, but they may be 
limited to one area of the cortex. When the movements 
and discharge are unilateral the patient is usually conscious, 
but when the movements become bilateral consciousness is 
nearly always lost. If the attack is sensory its manifesta- 
tions are again primitive and unorganized, the disturbance 
being described as tingling or pins-and-needles. There is 
nothing about its form to suggest integration in the cortex 


Psychomotor Epilepsy 

The third type of discharge will be considered next 
because it has some points of affinity with the first. It is 
characterized in the E.E.G. by a rhythm made up of waves 
of one, two, three, or more frequencies linked together. 
This linkage is most often harmonic, but the patterns of 
waves which result are diverse not only because of the 
many relationships between different frequencies that might 
occur, but also because a wave of a given frequency does 
not necessarily repeat at its own frequency. Thus a wave 
with a period of one-sixth of a second may occur twice 


a second, linked with a wave having a period of © 


half a second. Because of these linkages such patterns as 
“square waves,” “sawtooth waves,” and “waves and 
humps” have been described, but these obvious patterns 
are really the result of this kind of organized linkage of 
sine waves of different frequencies (Dawson and Walter. 
1944). The rhythms making up these wave complexes are 
mostly in the band between 3 and 10 a second. 

From clinical observation it seems to me that the moto: 
expression of these disturbances is composed of an 
organized contraction of muscles. Agonists contract. 
antagonists relax, and synergists contribute to the move- 
ment. Thus, again taking the hand as an example, whereas 
in the tonic-clonic attack the finger may be in tonic spasm. 
in the “ psychomotor” attack it flexes in a natural way 
When other digits move in a similar manner the movement, 
which may be unconscious and is certainly not purposive, 
appears to be purposive, so that it may be described as 
“ beckoning,” or “ rolling a piece of paper,” or “ clenching 
his fist,” but the observer is really ascribing purpose to an 
unconscious purposeless act. The contractions, then, in 
this form of epilepsy are co-ordinated and physiological 


Just as the first form of epilepsy may be motor as well as |, 


sensory, this form may be sensory also. 

Whereas the counterpart of the unorganized contraction 
of muscles seen in tonic-clonic epilepsy is an unorganized 
sensory experience felt as tingling of part of the body with 
perhaps loss of sensation also, in the “ psychomotor” 
attack sensory changes are organized and are much more 
like those felt by the normal person. He experiences fear, 
or anger, or a sense of pleasure, or a compulsive urge, or 
a mixture of the lot. The sensation he experiences need 
not be that of an affective change, but if it is a somatic 
sensation it relates to the whole body, in relation either to 
itself or to its environment. On the one hand, things seem 
too near or too far, minute, crowding in, or distorted, or 
the position of the body in space may be misrepresented : 
while, on the other hand, the sensation of the body itself has 


-changed—it is too big, or the patient feels he is projected 


outside it. 

Whatever the disturbance of feeling, whether it is of 
affect, proprioception, or exteroception, it is at least highly 
enough organized to be felt as a caricature of normal 
feeling. One of the characteristics of this sensation is that 
it is compounded of many feelings, and so cannot easily be 
described. Once again it is as false to attribute psychologi- 
cal content to this feeling as it is to ascribe purpose to its 
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accompanying movement. Although location will be dis- 
cussed later it is important to mention here that these 
* psychomotor ” disturbances seem to arise in the temporal 
lobe (Gibbs, Fuster, and Gibbs, 1948) in contrast to the 
tonic-clonic disturbances, which are usually frontal or 
parietal in their origin. The importance of the temporal 
site of origin in relation to the memory patterns which 
emerge in the attacks (Penfield, 1949) and the abnormal 
reiaamal associated with the attacks will be described 
ater. 
Petit Mal 

The other of the three groups is that of petit mal, and it 
is in this group that it has been most difficult to reconcile 
clinical and electroencephalographic classifications. Petit 
mal used to mean just what it indicated, a small attack, but 
the classical three-a-second wave-and-spike rhythm is seen 
in only a fraction of patients having brief epileptic attacks. 
Lennox (1947b) has found that the wave-and-spike rhythm 
is associated with three kinds of attacks: (1) true petit 
mal—brief and frequent periods of unconsciousness, seen 
most often in children ; (2) akinetic attacks in which there 
is sudden falling, with muscular hypotonia; and (3) 
myoclonic twitches. 

The first of these disorders was that which was originally 
observed by Gibbs, Davis, and Lennox (1935) to accompany 
the wave-and-spike discharge, and which led them to apply 
the term “petit mal” to this rhythm. But the difficulty 
soon arose that brief periods of interruption of conscious- 
ness were occasionally found to be accompanied by bursts 
of spikes (grand mal) or by complex wave forms (psycho- 
motor), so that the wave-and-spike complex was not pecu- 
liar to petit mal in the clinical sense. Petit mal had in fact 
become split up into “true” petit mal, small grand mal, 
small psychomotor attacks, and combinations of the three. 
Another difficulty was that the pattern of the larval attack 
seen in the E.E.G. did not necessarily reflect the patient's 
clinical disability, so that, for example, a patient with rare 
major convulsions might show only larval petit mal (wave 
and spike) in the E.E.G. We know now that the pattern of 
the discharge seen in the E.E.G. between fits does not neces- 
sarily indicate the kind of clinical epilepsy from which the 
patient suffers. It merely shows he has epilepsy, but it may 
also show that the epilepsy is of a mixed form. This dis- 
tinction of the different forms of petit mal has led to a 
therapeutic advance, for the clinician may now recognize 
the nature of the patient’s attack, however brief, and then 
plan specific anticonvulsant treatment accordingly. 

There is ‘no difference at all between pyknolepsy and true 
petit mal—clinical, electrophysiological, or therapeutic— 
and the use of the term should cease. Lennox (1947b) has 
tried to overcome the confusion of terms by using the word 
pykno-epilepsy for frequent stereotyped brief interruptions 
of consciousness, usually occurring in childhood and assoc- 
ciated with a three-a-second wave-and-spike discharge in the 
E.E.G. Although the experienced neurologist can usually 
distinguish this condition from others by careful case-taking, 
the term “ petit mal ”’ will continue in use for brief attacks 
of any sort ; and indeed it should, for that was its original 
meaning. It seems to me, therefore, that it would be less 
confusing to retain the phrase “ petit mal” and to refer to 
this special well-recognized subgroup as “juvenile petit 
mal.” 

Juvenile Petit Mal 

The three-a-second wave-and-spike phenomenon asso- 
ciated with juvenile petit mal has many features by which it 
differs from other forms of epileptic discharges. Its distri- 
bution and spread over the hemispheres is unusual, for 
often this is not only generalized and symmetrical, but each 


phase of the wave complex appears synchronized in all 
positions—a fact difficult to explain on the basis of known 
mechanisms. There is also a most interesting variability 
in the rate and mode of spread of the rhythm over the scalp, 
and study of this spread, which has not yet been made, 
might be most profitable. Because of these features workers 
have felt that the rhythm arises in the basal ganglia, and 
recent experimental work on animals, particularly that of 
Lewy and Gammon (1940) and Jasper and Droogleever- 
Fortuyn (1946), supports the view that the optic thalamus 
is closely concerned with the cortex in the initiation of the 
disturbance. 

With Dr. Parsons-Smith I have been making simultaneous 
records from the thalamus, from the overlying white matter, 


- from the cerebral cortex, and from different points on the 


scalp. The results, which are not yet published, show 
plainly that a thalamo-cortical mechanism is used in man: 
for the maintenance of this peculiar rhythm of electrical 
potential change. This intimate role of the thalamus in petit 
mal naturally leads to speculation, for this is the only 
occasion in which structures other than the cortex have been 
observed to be responsible for the actual discharge of epi- 
lepsy. This fact is probably the basis of all the fundamental 
ways in which juvenile petit mal differs from other forms | 
of epilepsy. May it not be, for instance, a disturbance in 
the thalamus—the head ganglion of the afferent system— 
that leads to the inactivity, hypotonia, and amnesia of petit 
mal? If during the attack the hemispheres are deprived 
of the normal flow of afferent ‘impulses all responses to 
environmental change will cease, spontaneous voluntary 
movement will not occur, and amnesia must result. Petit 
mal therefore is epilepsy disturbing the afferent (receptive) 
side of the cerebral mechanism. If this is simply specu- 
lation it is certain that petit mal differs entirely from other 
forms of epilepsy in its clinical manifestations, course, and 
response to treatment, as well as in its E.E.G. patterns. 

A final attribute of the three-a-second wave-and-spike 
outburst of petit mal that has been revealed by the E.E.G. 
is that it does not arise as a result of acquired lesions. This 
must, however, be qualified by stating that it is impossible 
to say whether the wave-and-spike discharge can be induced 
by cerebral disorder occurring during development in utero, 
at birth, or very shortly after. In a personal series of more 
than 20,000 E.E.G.s, wave-and-spike outbursts have not been 
seen to follow brain damage caused after the first few 
months of life. In only three instances have they been seen 
in patients not known to have epileptic attacks, and one of 
those three was the identical twin of an epileptic. In con- 
sequence they are taken as certain evidence of constitutional 
or idiopathic epilepsy, for no real distinction can exist 
between epilepsy caused by unrecognized brain disorder 
arising during development and that arising without any 


evident acquired cause. 


On the Basis of the Origin of Epileptic Discharges 

Jasper and Kershman (1941) first emphasized the import- 
ance of epileptic foci, although these had been recognized in 
the E.E.G. in 1936 by Walter; and indeed Hughlings 
Jackson discussed their clinical evidences half a century ago. 
Penfield has recently presented the evidences of many opera- 
tions in which epileptic foci have been located by direct 
cortical recording ; he has then reproduced the features of 
the seizure by electrical stimulation of the site, and has then 
abolished the focus and the fits by cortical excision. When 
this process of investigation has involved simple focal fits, 
whether sensory or motor, it has served to confirm and 
amplify clinical opinion, but when the epileptic disorder has 
included disturbances of affect, abnormal and apparently 
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purposive’ behaviour, or disorders of thought, the investi- 
gations have obviously added greatly to our knowledge of 
higher cerebral function. It is not too much to say that an 
era of cerebral surgery controlled by electrical recording 
and stimulation is beginning, and that elaborations of this 
technique will replace the cruder “ psychosurgery” of 
to-day. Of great interest in this respect is the observation 
of Gibbs, Fuster, and Gibbs (1948) that the focus of origin 
of the discharges characteristic of “ psychomotor ” epilepsy 
is usually in the anterior part of the temporal lobe, particu- 
larly on the left, for foci of abnormality are also found in 
this position in patients with behaviour disorders. 

When due attention has been paid to the focal onset of 
epileptic discharges, and in particular to the remarkable 
experimental surgery of the Montreal Institute, it is still the 
widespread distribution of the epileptic activity in the hemi- 
spheres which seems all-important. A study of the results 
of head injuries in the second world war (Williams, 1941a, 
1941b) allows some general statements upon the develop- 
ment of epileptic changes as a result of brain injury. It is 
of course true that many local brain injrries give rise to a 
focus of epileptic activity the position of which coincides 
with the site of injury. This follows clinical experience, 
but what seems to be of greater importance is that more 
often a severe focal brain injury gives rise to episodic 
changes in the E.E.G. which are typical of epilepsy, and 
which are seen equally well in both hemispheres at points 
remote from the site of injury." For instance, a penetrating 
injury in the posterior part of one hemisphere may be 
followed by bursts of high-voltage 22- to 28-a-second waves 
arising in both frontal poles, although at the site of injury 
the kind of electrical disturbance may simply be that of 
organic brain damage apparently uncomplicated by secon- 
dary epileptic changes. Something must have happened 
to the whole brain in most of these cases, and in many no 
focal initiation could be found at the site of injury. A 
primary change at the site of injury has been followed by 
secondary changes occurring symmetrically in the two 
hemispheres. A further important fact is that an interval of 
time must elapse before these secondary changes occur. 

In serial records made at intervals after an injury, during 
which we observed the development of secondary episodic 
discharges, and also when studying the records made in 
many cases at varying intervals after injury, we did not 


find this interval to be less than eight weeks, but it was 


more usually three to six months. Cases were collected in 
which these disturbances preceded the first fit; in many 
others in which they were found no fits have yet occurred ; 
and in others, again, traumatic epilepsy began without any 
discharges of this sort. Indeed, the E.E.G. may be normal 
in at least 25% of traumatic epileptics. — 

We were forced to conclude from this evidence that after 
the primary local distutbances had occurred secondary 
changes developed which were delayed and which were 
often symmetrical or generalized in the hemispheres. It 
seemed that some change had taken place with the passage 
of time which had created an epileptic brain, rather than 
that the whole disturbance was due to a local epileptogenic 
scar. In support of this view there is no doubt that an 
inherited factor is potent in the development of traumatic 
epilepsy. Although removal of the damaged brain at the 
time of injury greatly reduced the likelihood of secondary 
changes occurring in the E.E.G., subsequent removal of the 
scar was not so effective in relieving established epilepsy as 
seen in the E.E.G. It seemed, indeed, that in some cases 
once the secondary episodic disturbances had transcended 
the area of injury they were independent of removal of 
that area. Clearly, as Penfield and his colleagues have 


shown, the local scar causes epilepsy, but general factors 
are at work in making both the injured area epileptogenic 
and the whole brain epileptic. 


The Epileptic Fit 
Form 

The features of the clinical attacks associated with the 
three types of epileptic outbursts seen in the E.E.G. have 
already been contrasted, but it would also be well to con- 
sider the relationship of the fit itself to the persistent dis- 
order which renders the-patient epileptic. Before the E.E.G. 
was used, except in those cases in which a causal lesion gave 
a continuous disturbance of function, there was little in the 
patient’s story or behaviour to link one fit with the next. 
Epilepsy was a series of isolated episodes. In some cases 
this is still so, but in many the E.E.G. shows changes in 
cerebral electrical behaviour which may be continuous. 
There is some relationship between the kind of continuous 
disorder and the kind of fit, so that the sort of E.E.G. 
records shown by a patient with grand mal is usually quite 
different from that of a patient who has only petit mal. 
Except that petit mal is a manifestation of epilepsy begin- 
ning in childhood—perhaps related to incomplete myelina- 
tion—and so tends to appear whenever the cause of epilepsy 
arises early in development, the kind of epileptic fit in any 
subject depends upon qualities in that subject as well as 
upon the kind of local cause. 

This was well shown during the war, when we were 
engaged in research into the oxygen convulsions occurring 
in deep divers. In a pressure tank one of a team of 
volunteers breathed pure oxygen under high pressure (three 
to four atmospheres) until a convulsion occurred. The 
E.E.G:s and other recordings of body function were made 
continuously. Although the usual result was a generalized 
tonic-clonic fit with typical bursts of high-voltage spikes 
arising in both parietal and frontal regions and increasing 
in voltage until a convulsion occurred, in some subjects 
a different pattern of disturbance took place. Rhythmic 
wave complexes made up of frequencies in the range of 
three to seven a second began, and a clinical attack with 
restless, apparently purposive, and even aggressive behaviour 
followed. The subject had had a “ psychomotor” attack 
in circumstances that produced grand mal in others, but, as 
is the case in epilepsy arising from other causes, grand mal 
was more often seen that other variants of epilepsy. Here 
it may be stated that all fits are epileptic, whether they are 
symptomatic of brain damage, whether they are associated 
with the toxaemias of. pregnancy, with uraemia, with anaes- 
thetics, or whether they are produced therapeutically. The 
actual physiology of the fits themselves is similar in all 
conditions. 

Frequency 

Many factors are known to influence the rate of occur- 
rence of fits—the kind of attack, the natural rhythm with 
which fits occur, the age of the patient, his emotional state, 
the special precipitants, and so on—but these are so well 
recognized that they need not be re-examined here. There 
is little relationship between the number of actual clinical 
attacks and “larval” attacks which are seen as discharges 
in the E.E.G. but which have no corresponding clinical 
counterpart. 

One patient will show larval attacks every few minutes, 
and have one or two clinical fits a year, whilst another will 
never show any disturbance in the E.E.G. except during 
clinical convulsions. It seems as if in the first instance in 
which many epileptic disturbances begin but few reach 
maturity there may be a high resistance to the discharges, 
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compared with a low resistance in the instance of the 
patient who has a major fit on the few occasions in which 
an epileptic disturbance arises in the brain. The first may 
well be considered to have severe epilepsy with a high 
resistance, the second mild epilepsy with none. This suggests 
a dual mechanism in the determination of epileptic attacks, 
consisting of epileptic disturbances which invade the brain 
and a natural antagonism to these disturbances. Such a 
conception might help to explain some of the anomalies 
in the genetics of epilepsy and in the onset of symptomatic 


epilepsy. 
Site of Origin 

The original clinical observations upon the site of 
epileptogenic lesions were concerned with the primary 
centres of cortical representation of movement and sensa- 
tion, for lesions of these areas produced obvious evidences 
of stimulation or inhibition. Thus the Jacksonian motor 
fit was first described and was related to the structure 
of the motor cortex, and understanding of other special 
areas of cortical representation soon followed. The frontal 


and temporal lobes offered the least constant and most | 


obscure patterns of epileptic activity. The electro- 
encephalogram has shown that epileptic foci occur more 
commonly -in the frontal lobes—and especially in their 
poles—than in any other area, and through it localization 
has become possible where the fits have presented no 
localizing clinical features. 

Complex disturbances of affect can be related to foci 
in the temporal lobe, and disturbances of visceral activity 
to the lower part of the frontal lobe. This sort of activity 
was shown in a boy aged 11 who had had stereotyped 
attacks for four years, consisting of a painful gripping 
feeling in the epigastrium with a hungry sensation, followed 
by very active borborygmi and the passage of flatus. This 
chain of events was sometimes followed by clonic twitching 
of the right arm. The E.E.G. showed a well-defined focus 
of epileptic activity in the left fronto-temporal region, and 
a ventriculogram a porencephalic cyst overlying the epileptic 
focus. 

Complex disturbances of affect were described by a 
graduate of 22 who had ‘an epileptic focus above the left 
ear, over the middle of the temporal lobe. He had attacks 
heralded by a jumble of recognized voices giving him com- 
mands which he could not remember afterwards. He was 
bilingual, and they were first heard in the language of his 
home country, but later when he came to England they 
spoke in English. The voices grew louder and more insist- 
ent, and he then had a most unpleasant feeling that was 
compounded of an unnatural fear, a sense of anger and 
of frustration, “and a mixture of feelings that I can’t 
describe.” 

Disturbances of this kind can be accurately located by 
the E.E.G. Penfield’s experimental studies upon the stimu- 
lation of the temporal region have evoked sensations and 
memories in the epileptic subject which were identical with 
those experienced in the epileptic attack. They could also 
be evoked in identical form by repeated stimulation. The 
importance of work of this sort, in which the patient can 
accurately describe the effects of local stimulation, needs 
no comment. 

The grand-mal attack and petit mal may spread so 
quickly over the hemispheres that the discharge in the 
E.E.G. may appear synchronous in different areas, and 
the clinical manifestations occur simultaneously through- 
out the body. Yet other epileptic disturbances spread 
through the hemispheres very slowly indeed, and others 
do not spread at all. Twitching may continue for hours 


at a corner of the mouth or in a digit without any spread 
(epilepsia partialis continua), and a Jacksonian fit may 
slowly spread from finger to finger and so'to the thumb, 
hand, wrist, and up. the arm, several minutes being taken 
in the process. Such a slow spread of the accompanying 
electrical activity in an attack can often be seen in the 
E.E.G. 

It seems to me that this limitation of the spread of an 
epileptic discharge is of importance in the understanding 
of epilepsy. In one case the high-voltage discharges of 
epilepsy spread over the whole brain unimpeded, in others 
they are localized or are so inhibited that they spread very 
slowly over a limited area. In yet another group of patients 
generalized epileptic discharges are associated only with 
local movements. Once again there must surely be two 
factors at work—the epileptic disturbance and a factor | 
opposing it, perhaps the same factor that prevents larval 
attacks from disturbing consciousness or behaviour. 


The Constitutional Factor in Epilepsy 


Conrad (1936) found that when idiopathic epilepsy 
occurred in a twin it affected the other twin in 86% if 
they were uniovular, and in only 4% if binovular. Lennox, 
Gibbs, and Gibbs (1942) found that 87% of uniovular 
twins had identical E.E.G.s, and later that if epilepsy was 
present in one twin that twin had evidence of an acquired 
cerebral lesion and the non-epileptic had an abnormal 
E.E.G. Lennox, Gibbs, and Gibbs (1940) found that 54% 
of the first-degree relatives of epileptics had abnormal 
E.E.G.s compared with 6% of a normal control group. 
They also found that in 94% of a group of epileptics one 
or more of the parents had abnormalities in the E.E.G. 
In contrast to this figure is the clinical fact that in only a 
relatively small proportion of epileptics is there a family 
history of epilepsy. The figures for this range from 20 to 
33%, depending on the group studied. Considering the 
heredity of epilepsy as seen in the occurrence of fits and 
in the appearance of abnormality in the E.E.G., it seems 
that the likelihood of the predisposing cause of epilepsy 
being inherited is very great ; that actual epilepsy appear- 
ing in these predisposed persons is not nearly so likely 
(about 1 in 4); and that a hereditary constitutional factor 
predisposes subjects to symptomatic epilepsy. 

This last point is further supported by observations on 
eclampsia (Rosenbaum and Maltby, 1943) and on anaes- 
thetic convulsions (Williams and Sweet, 1944). These 
authors concluded that the occurrence of fits in the 
toxaemias of pregnancy and during anaesthesia was to a 
large extent determined by constitutional factors. 

In the present search for epileptic foci and in the physio- _ 
logical study of epileptic processes occurring in the brain 
there is a great tendency to forget the importance of the 
constitutional factor. This factor does not only predispose 
the person to epilepsy but helps to determine the form the . 
epilepsy will take. It is potent in predisposing to sympto- 
matic epilepsy whether due to injury, infection, or tumour, 
as well as in initiating idiopathic epilepsy. 

A convulsion is the end-result, in certain circumstances, 
of cerebral irritation. Its form is not determined by the 
nature of the irfitant, and the likelihood of its occurrence 
is modified by constitutional factors. It has always been 
assumed that these factors have simply consisted in a ten- 
dency to epileptic attacks, but from time to time in this 
paper scattered evidence has been presented which raises 
the possibility that another factor—the failure to prevent 
the spread of the epileptic state—is also present. A dual 
inheritance of the state of epilepsy (the epileptic factor) 
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and the limiting or anti-epileptic factor would offer a con- 
venient explanation of some of the phenomena which have 
been described. 


Abnormal Behaviour in Epilepsy 


Abnormal behaviour may occur in epilepsy as a direct 
result of the fit or irrespective of it. There are indeed 
four factors which will give rise to the associated abnor- 
malities of thought or behaviour: (1) the fit ; (2) the causal 
disease ; (3) the treatment ; and (4) a related neurosis. 

There is now much evidence, and some acceptance of 
it, that “the epileptic temperament” does not exist. 
Alienists dealing with psychotic or deteriorated epileptics 
in institutions described aberrations in thought and per- 
sonality which seemed peculiar to the epileptics among the 
patients under their care. But most of the epileptics were 
under care because they were otherwise abnormal, while 
the environment in which they had in consequence to live 
was very different from that of the normal population. 
Observation of epileptics who are living in the normal 
population, earning their living, bringing up their families, 
and enjoying normal leisure makes it plain that the range 
of their temperaments is as wide as that of others. 

Meyers and Brecher (1941), after a critical psychometric 
analysis, concluded that there was no significant difference 
in personality between a group of epileptics and a group 
of normal people of similar background and age. The 
same conclusion, based on the result of the Rorschach test, 
was made on epileptic children by Kogan (1947). Further- 
more, Lennox found that the average intelligence quotient 
in 300 of his own epileptic patients was 104. Epileptic 
patients would benefit greatly if there was a general realiza- 
tion of the fallacy of applying information from the exami- 
nation of groups of epileptics in institutions to the great 
majority of epileptics who are living in their homes and 
trying to live a normal life. 

With the confident statement that there is no disorder 
of personality or intellect characteristic of epilepsy per se, 
some of the disturbances of thought and behaviour asso- 
ciated with epilepsy will now be considered. 


1. Behaviour Associated With the Fit 

Abnormal behaviour may be ictal, post-ictal, or replacing. 
This division has been recognized clinically for a long time, 
but with the E.E.G. the exact limits of the ictal disturbance 
can be observed, and it now seems possible to make the distinc- 
tion clearer on clinical grounds. 

The post-ictal behaviour arises from the confusion of a 
clouded consciousness, and so is fundamentally negative in its 
character. The patient carries out simple acts in a routine way. 
He responds to stimuli in a primitive manner, and he shows a 
gross defect of judgment, understanding, and initiative when 
faced with more complicated situations. The ictal activity, on 
the other hand, is the positive result of abnormal cerebral 
activity: It consequently tends to be aggressive, apparently 
purposive, and often bizarre and completely illogical. It bears 
little relation to environmental change and none to events which 
immediately preceded the attack. Disturbances of thought, 
affect, and sensation also have this positive quality, so that the 
patient may be able to describe experiences which are -quite 
outside the range of his normal experience when the attack is 
over. He will not be able to describe similar feelings if the 
event is post-ictal, since his amnesia will be complete or nearly 
complete. 

Disturbances which replace the attack may be seen during 
treatment. They are uncommon, but always seem to consist 
of an affective disorder in which depression predominates. With 
the depression the accompanying irritability may lead to 
aggression and truculence, presumably due to a lowering in the 
power of judgment. 


It is relevant here to mention the temporary change in 
intellect and personality which may accompany frequent petit- 
mal attacks. It is quite common to find a sudden and striking 
improvement in intellectual performance as judged by school 
work in a child whose petit-mal attacks have successfully been 
controlled by “ tridione.” In such circumstances a girl of 12 
who had descended from top place in her form to the bottom 
reached the top third of the form within six months of first 
taking tridione. The improvement was parallel with the 
reduction in attacks. As in this case, petit mal may be so 
frequent that the rapidly repeated interruptions in consciousness 
will make sustained attention or concentration impossible. The 
state then simulates mental defect. 

Of less common occurrence is the periodic change in 
behaviour and mood that may accompany an episode of very 
frequent petit-mal attacks. A parent may complain that an 
otherwise well-behaved reasonable child will have “bad days.” 
At those times he may be surly and stupid, unreasonable and 
negativistic. Careful observation may show brief periods of 
unconsciousness of his surroundings followed by confused. 
irrational, and uncooperative behaviour. 

Another form of episodic abnormal behaviour is that seen 
in those cases in which disturbances of affect are epileptic in 
origin. Here the affective disorder is of sudden onset, is brief. 
and is stereotyped. It has no emotional precipitant, but it 
comes out of a clear sky. Examples of these disturbances 
were seen in the following cases. 

A nurse had sudden unexplained momentary feelings of com- 
pulsion, in which she performed a single aggressive act. She 
was psychiatrically normal between the episodes, which were 
common before the menses, and which ceased completely on 
taking phenytoin sodium alone. 

A schoolboy aged 13, known to have convulsions, had rare 
periods of intense, unreasonable, and as he said “ unnatural ™ 
fear without cause. They had a sudden onset and ending, and 
lasted for an hour or so. In one he wrote a suicide letter 
for which he had amnesia. The episodes stopped dramatically 
on taking phenytoin sodium and returned when the drug was 
temporarily discontinued. 


2. Causal Disease 

The view is widely held that epilepsy leads to intellectual 
deterioration, and it used to be said that petit mal most rapidly 
caused this deterioration. There is abundant evidence that 
neither of these views is true. A number of psychometric 
studies, of which that of Sands and Price (1947) may be taken as 
an example, show that the intelligence of ambulant epileptics 
is the same as that of corresponding groups of the non- 
epileptic population provided there is no gross organic cause 
for the epilepsy. The intelligence of patients with symptomatic 
epilepsy, however, tends to be lower than that in the normal 
population, the lowering of level depending upon the kind of 
lesion and not on the epilepsy. The fallacy that petit mal 
causes deterioration more rapidly than grand mal has probably 
arisen because petit mal can be symptomatic only if the lesion 
is developmental or if it occurs very early in life. The fact is 
that a group of children having congenital cerebral lesions of 
necessity contains a large number of mental defectives, many 
of whom also have epilepsy, particularly petit mal. The position 
may be expressed is the statement that when intellectual defect 
is present in the presence of epilepsy it is usually the result of 
the cerebral disorder which has caused the epilepsy. Petit mal 
alone will not cause deterioration, and grand mal does not 
usually do so, but histological study suggests that if major con- 
vulsions are numerous enough they may. lead to cumulative 
brain damage and progressive deterioration. The occasional 
fits seen in the socially adapted epileptic do not seem to cause 
significant deterioration. Such extensive histological studies 
have been made of epileptic brains that, had there been a 
constant basic pathological process resulting from epilepsy, dis- 
cussion would not still be centring on such problems as the 
significance of the degenerative changes in the cornu ammonis. 
There seems to be a spreading view that many of the histo- 
logical changes attributed in the past to the epileptic process 
were in fact evidences of the lesions giving rise to the epilepsy. 
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3. Treatment 

There are three ways in which anticonvulsant therapy may 
cause psychiatric changes. Bromism is now uncommon, because 
of the replacement of bromides by other anticonvulsants, and 
because of the realization of the effects of prolonged adminis- 
tration of bromides. It is not so widely realized how many 
days may élapse after beginning its use before an effective level 
of blood bromide is reached. Giving 30 gr. (2 g.) daily, an 
adequate level may not be reached for 10-14 days, and the 
excretion is much slower, so that in a personal case it took 
tive weeks for the bromide level to fall from 180 to 85 mg. 
per 100 ml. 

Intellectual deterioration and retardation, which is always 
temporary, follows the administration of barbiturates, including 
phenobarbitone in amounts which are too high for the indivi- 
dual, and there are surprising variations in individual tolerance. 
A patient and his relatives will describe marked drowsiness and 
retardation on 4 gr. (32 mg.) twice a day, while another patient 
of the same age and weight is active and alert on 3-4 gr. 
(0.2-0.26 g.) a day. Recovery rapidly follows withdrawal. 

The hydantoins may cause abnormal behaviour of an impul- 
sive and aggressive kind, and should always be suspect if a 
sudden marked change in personality has been — noticed, 
The child may become hostile to its 
parents, resenting discipline, having temper tantrums, and be- 
coming personally aggressive. It may be necessary on rare 
occasions to withdraw the drug, but more often simultaneous 
administration of phenobarbitone will relieve the condition. 


4. Related Neurosis 

Lastly, a neurosis may result from the onset of epilepsy with 
its consequent limitation of social activity, introspective anxiety, 
and the retarding effect of therapy. The development of an 
anxiety state may in turn aggravate the occurrence of attacks, 
which will increase the neurosis, and such a change in tempera- 
ment may occur that an organic cause may be suspected. The 
state should easily be recognized by anyone aware of the 
difficulties faced by the epileptic patient. 


Borderline between Epilepsy and Psychopathy 

There is a similarity between the aggressive asocial be- 
haviour of the psychopath and the disturbances seen in 
psychomotor epilepsy. The epileptic disturbances have three 
characteristics which will normally distinguish them from 
the psychopathic—they are episodic, they are associated 
with amnesia or clouding of consciousness, and they have 
no apparent relation to preceding events. There are, how- 
ever, circumstances in which the differentiation of aggressive 
psychopathic behaviour from epilepsy is difficult. The 
number of cases in which this is so can be greatly reduced 
by attention to the details of a careful history. 

Because of the similarity between psychomotor epilepsy 
and aggressive psychopathy there has been a most unfor- 
tunate tendency to confuse the two conditions, and through 
indecision or loose thinking abnormal behaviour has some- 
times been called “epileptoid.” This tendency has been 
fostered by ignorance of the constitutional basis of the dis- 
order or by sheer force of circumstance. Impulsive crimes 
or acts of violence committed without adequate reason 
have for the sake of the culprit to be explained, if possible 
in a way that will circumvent the M‘Naghten rules. Thus 
the suspicion of epilepsy is raised, and if there is little else 
to support that suspicion the opinion grows that, although 
the crime was not committed during an epileptic state, it 
was rather like it—epileptoid. There are so few cases in 
which a sharp distinction cannot be made between epilepsy 
and other causes of abnormal behaviour that such a 
compromise is inexact and undesirable. 

In making a distinction of this kind on clinical grounds 
the misconception must not.arise that other forms of abnor- 
mal behaviour apart from that caused by epilepsy have 


not a physical or constitutional basis. Hill has shown that 
a high proportion of aggressive psychopaths have wide- 
spread and severe abnormalities in the E.E.G., and he has 
drawn attention to the similarity of some of these abnor- 
malities to those of epilepsy. Furthermore, Stafford-Clark 
and Taylor (1949) have found a relationship between the 
occurrence of abnormal E.E.G.s and the lack of reason- 
able purpose in major crimes, particularly murder. Lastly, 
the association of temporal foci of abnormality in both 
psychomotor epilepsy and in subjects with disturbances of 
temperament has already been mentioned in this paper. As 
more becomes known about the physiology of abnormal 
behaviour the borderline of epilepsy may appear more and 
more indistinct, but we must be careful not to confuse the 
identity of causes with that of the results. In discussing 
the significance of an abnormal E.E.G. in the absence of 
a gross lesion (Williams, 1941c) the statement was made 
that it “indicates an inborn constitutional defect which 
may find expression in epilepsy or a behaviour disorder 
such as a neurosis, psychopathy, or psychosis, in the subject 
himself or his offspring.” This appears to be the case, 
for identical changes in the E.E.G. are seen in diverse states 
of abnormal behaviour or feeling. 


Therapy 

The advance in treatment from the use of anticonvulsants 
which are also sedatives—first the bromides and then the 
barbiturates (phenobarbitone)—to the hydantoinates and 
trimethyloxazolidine has presented new problems. The 
hydantoinates (e.g., sodium diphenylhydantoinate (“ dilan- 
tin”), methyl phenyl-ethyl hydantoin, “ mesontoin ”) have a 
pronounced effect upon tonic-clonic attacks, a much less 
beneficial effect on the psychomotor attacks, and are of no 
benefit in petit mal. Tridione, on the other hand, is specific 
for those forms of epilepsy accompanied by wave-and-spike 
discharges in the E.E.G.—petit mal. Because of this speci- 
ficity it is now essential to make an exact diagnosis of the 
type of epileptic disturbance experienced by the patient 
and seen in the E.E.G.; for a “small grand mal” with 
fast waves may be made worse by tridione, whereas juvenile 
petit mal with wave-and-spike discharge should be greatly 
improved. 

The mode of action of the hydantoinates in grand mal 
is of interest. They have no sedative or depressant effect « 
they are most effective as anticonvulsants in a dose only 
slightly below the toxic level ; and, although they are most 
effective in preventing convulsions, there is a tendency, 
should an attack occur, for it to be a severe one, and even 
for it to continue into status epilepticus. There is also a 
tendency in some children towards hyperkinetic aggressive 
behaviour. Because of these effects the hydantoins are 
usually administered with phenebarbitone. In all these 
respects their action differs from that of the bromides or 
phenobarbitone. The difference may be summed up by 
saying that the sedative anticonvulsants protect the brain 
from the epileptic disturbance, while the hydantoins directly 
inhibit the epileptic process without depressing cerebral 
activity. Thus when a convulsion occurs it does so in an 
unprotected cerebrum which responds maximally. This 
difference in the pharmacology of these groups of sub- 
stances supports the view already expressed that a dual 
mechanism exists in epilepsy—the epileptic state, and the 
degree of resistance of the brain to that state. 

Tridione, which inhibits petit mal, is a convulsant in 
animals, and has no sedative action. There is no explana- 
tion for its dramatic effect in petit mal, but like some 
of ‘the other drugs effective in petit mal—for example, 
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amphetamine and caffeine—its action is not sedative but 
rather the reverse. 

The two important advances in medical therapy, there- 
fore, are that it is no longer necessary to procure sedation 
to achieve control of epilepsy, and that specificity of 
response is being achieved in the control of the different 
forms of epilepsy. 


Conclusion 


In this review I have not meant to record facts about 
epilepsy, old or new, but have tried to show where new 
knowledge seems to be leading us. Lest I seem to have 
integrated clinical and electroencephalographic evidence 
without details of the supporting data, I would urge that 
the E.E.G. has presented further signs, which have been 
used in this paper with all the other evidence to reach 
conclusions through the clinical method of deduction. This 
clinical method uses the history, the physical examination, 
and the results of special investigations, of which the 
E.E.G. is simply one. This is not belittling the E.E.G., 
for it has presented us with an objective method of study- 
ing cerebral activity which will continue of the first 
importance to the study of epilepsy. 
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Red spoons for measuring medicine are recommended by the 
British Standards Institution. In discussion with the Pharma- 
ceutical Society and the Ministry of Health, the Institution has 
been considering the question of variations in the size of tea- 
spoons and tablespoons. Different-sized spoons for cookery 
and for medicine are now proposed. The American fluid 
ounce is larger than the Imperial fluid ounce, so, to allow 
American and British recipes to be interchanged without confu- 
sion, it has been thought essential to specify American stan- 
dards for spoons used in cookery. It is therefore suggested 
that spoons for medicines should be smaller than the others. 
The new size proposed for medicine tablespoons is one-fortieth 
and for cookery tablespoons one thirty-second of an imperial 
pint; for medicine teaspoons, one one-hundredth-and-sixtieth, 
and for cookery teaspoons one ninety-sixth of an imperial pint. 
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Potency, or implied male sexual potency, may be defined 
as the ability to initiate, sustain, and successfully conclude 
the act of sexual intercourse to the satisfaction of the 


male, If we include the words “and the female” some © 


50% of potent males might be classified as impotent. 
In the rat it is easier to measure potency mathematically. 
Thus in male rats (Stone, 1932) previously separated from 
females for a few days the number of copulations an 
hour in the first few hours of reunion was 33, 16, 12, and 
18. These rats were said to have a powerful sexual drive. 
Less virjle rats had 9, 3, 5, and 2 copulations an hour. 

In man, Davis (1929) has endeavoured to get some data 
by questioning 1,000 women college graduates about the 
frequency of intercourse in the early years of married life. 
The figures were: 


Twice or more a night 
Once a night .. hia 
Twice a week .. we 
Once a week... os 


Average replies showed that intercourse took place twice 
nightly in the first three months ; once nightly in the first 
year ; and twice weekly in the first three years. After 
the first ten years the average male is less sexually active, 
- Davis noted a wane in the sexual drive after the age 
of 30. 


Animal experiments suggest that the anterior pituitary 


- gland is responsible for the sexual drive but that the gonad 


is essential for its completion. Castrated rats may con- 
tinue to copulate for some months after castration. Of 
27 castrated criminals (Stone, 1932) 14 became impotent, 
12 had reduced potency, and 1 was unchanged. Some 
eunuchs and eunuchoids may copulate in some degree, and 
prove unreliable “ guardians of the couch.” The secretion 
of androgens by the testis seems to be the essential factor 
for full potency. Although androgens are secreted by the 
adrenal cortex in normal males and in eunuchoids, and in 
the latter to a level comparable to the lower total values 
in normals, most eunuchoids are impotent, so that adrenal 
androgens might seem to be less effective than testicular 
androgens. Nevertheless the sexual precocity of adrenal 
tumours is a very virile phenomenon. 


The secretion of androgens at different phases of life | 


is therefore very relevant to our subject. Hamburger 
(1948), measuring androgens in the urine as 17-ketosteroids, 
found that values rise abruptly at puberty, reach a maxi- 
mum at the age of 25, and then fall gradually from 25 
to 50 and more abruptly from 50 to 70. Women also 
show some fall in urinary 17-ketosteroids after the age 
of 25, so that the adrenals also come into the picture. 
However, some men at 60 may secrete the same quantities 
of androgens as others at 25. Hamilton and Hamilton 
(1948) found a progressive decline of 17-ketosteroids from 
the third decade onwards, the seventh decade giving values 
40% of those of the third decade. The alpha and beta 
fractions both decreased with age. 


*A paper read to the Medical Society of London on November 28, 


1949. 
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There are many grades of impotency: complete absence 
of libido, absence of erections, spontaneous or stimulated, 
incomplete and weak erections insufficient for penetration, 
premature detumescence before emission, absence of intra- 
vaginal emission, and ejaculatio praecox. In my experience 
all these forms except perhaps ejaculatio praecox, which is 
almost invariably psychogenic, can occur in both organic 
and psychogenic impotence. It is perhaps of clinical 
interest that for ‘every one case of organic impotence 
that comes my way I see at least ten of psychological 
impotence sent for endocrinological investigation, There 
is usually no difficulty in differentiating psychological from 
organic impotence. Thus if a man masturbates success- 
fully or has nocturnal erections and emissions but is 
impotent with a female, the probable diagnosis is psycho- 
logical impotence. If a man is impotent with his wife 
but not with another woman he would not be labelled 
organically impotent. One also meets with a third. type or 
group of cases—namely, psychological impotence occurring 
in the course of organic (endocrine) disease. 

In doubtful cases one may occasionally have recourse 
to testicular biopsy and assay of urinary gonadotrophins, 
the latter being usually raised in organic impotence of 
gonadal origin. The assay of 17-ketosteroids is less helpful, 
values within normal limits being obtained in castrates 
or eunuchoids as well as in psychological impotence, but 
very low values suggest organic impotence. High oestro- 
gen values, even in the presence of high androgen values, 
indicate an adrenal neoplasm or hyperplasia, There is 
also the therapeutic test, since testosterone even in maxi- 
mum doses has no real effect on psychological impotence, 
although it occasionally produces an initial temporary 
effect by suggestion, as may the injection of any inert 
substance. 

Ignorance of the mechanism of sexual intercourse, occa- 
sionally found in people of normal intelligence or even 
among intellectuals, should probably be included under 
the heading of psychological impotence, as in addition 
to the circumstances of upbringing there is a conscious or 
unconscious denial of the realities of sex. In some cases 
it would appear to be uncomplicated factual ignorance, 
since a short practical talk resolves the problem. Relative 
impotence or infrequency of coitus is very common to-day, 
and I believe is associated with the stress and strain of 
the daily task as well as with physical fatigue. 


Organic Impotence 

Organic impotence may occur with any debilitating 
disease, with metabolic disorders, with malnutrition, with 
tabes or peripheral neuritis, and with endocrinopathies. 
Malnutrition was responsible for impotence among 
prisoners of war in the Far East, but among ex-prisoners 
of war from some European camps impotence was proved 
to be psychological and associated with the difficulties 
of readjustment. Lumbar ganglionectomy (L 2, 3, 4) does 
not affect potency or ejaculation, but removal of the first 
lumbar ganglion or presacral sympathectomy prevents 
ejaculation without, however, interfering with potency or 
orgasm (Learmonth, 1932). 

Prostatectomy does not usually affect potency, but the 
sexual fluid passes into the bladder and is not usually 
ejaculated. Trauma or weakness of the perineal floor is 
said to prevent adequate coitus, and operations have been 
devised. Posterior urethral inflammation or congestion is 
said to be a cause of premature ejaculation, but this can 
be true of only a small percentage of such cases. Haemor- 
rhoids associated with secondary congestion of the pros- 


tate have been thought to be an occasional cause of 
impotence, as removal of haemorrhoids in such cases may. 
abolish the impotence (Cantor, 1946). 

The treatment of carcinoma of the prostate by oestrogens 
results in involution and atrophy of the testicles and con- 
sequent impotence (Riches, 1948). Impotence has also 
occurred in chemists preparing oestrogens for therapy. 
Alcohol, apart from the complication of peripheral neuritis, 
may be good for desire but is said to be bad for per- 
formance, at least when taken in excess. Thus speaks the 
porter in Macbeth, Il, iii: “ Lechery, sir, it [drink] pro- 
vokes, and unprovokes ; it provokes the desire, but it takes 
away the performance.” , 

Major endocrinopathies associated with impotence are 
castration, eunuchoidism, infantilism, pituitary chromo- 
phobe adenoma, craniopharyngioma, acromegaly, diabetes 
mellitus, Addison’s disease, adrenal neoplasms, myxoedema, 
thyrotoxicosis, and the male climacteric. 


Castration 


In 1938, at a clinical meeting of this society, I showed a 
patient of 48 who had been castrated for tuberculosis of 
both testicles. Sexual life was normal until after castra- 
tion, when he became completely impotent, lost all libido, 
and developed severe hot flushes and migrainous headaches. 
His genitals atrophied. Testosterone, 50 mg. injected three 
times a week, and subsequently the insertion of testo- 
sterone tablets subcutaneously, abolished all symptoms and 
restored potency. War-wound castration can lead to impo- 
tence, loss of sexual hair, and hot flushes ; and response 
to testosterone is almost immediate even after a latent 
period of 20 years, as in some of the gun-wound castrates 
of the 1914-18 war (Simpson, 1948), 

Euuuchoidism 

This condition may be genetic, even occurring in 
brothers (Simpson, 1946); or may follow mumps, typhoid 
fever, and, rarely, bilateral hernia operation. One case in 
a young athlete followed torsion of the scrotum while 
running. Both testes atrophied. Apart from genetic 
eunuchoidism, mumps is probably the most important 
cause. The seminiferous tubules alone can be damaged 
and potency remain, or the interstitial cells of Leydig 
can also be involved and impotency result. Impotency 
can follow a clinical orchitis complicating mumps, or 
can follow mumps where the orchitis was more insidious 
and unsuspected. Incision of the tunica vaginalis and 
large doses of oestrogens have been advocated as prophy- 
lactic measures. It might be advisable to give stilboestrol 
or dienoestrol to every adult with an attack of mumps, 
regardless of whether clinical orchitis is a complication or 
not. 2 
Eunuchoids are usually completely impotent, but they 
may be partially potent, or whatever potency exists may 
wane or disappear prematurely. Thus one eunuchoid with 
small genitals and no facial hair claimed normal sexual 
intercourse at 18, marriage at 31, nightly satisfactory coitus 
with ejaculation for the first six months, and then at inter- 
vals of three months, Testosterone resulted in a larger 
penis and a mote satisfactory sexual life at the age of 36. 

Another eunuchoid had weak erections, but managed to 
penetrate the vagina and perform rhythmic movements. 
However, detumescence occurred within two minutes with- 
out emission. The organic character of this was confirmed 
by testosterone, resulting in a normal performance. Before 
testosterone, however, libido was completely lacking. In 
this and another case marriage was arranged by the parents 
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and was accepted by the eunuchoid as a social event 
without eroticism. The embrace and kiss in such cases 
are of a brotherly character, and in the absence of testo- 
sterone therapy the wife usually gets tired of this apathetic 
platonic association and leaves the eunuchoid husband. 
In contrast, | have seen some wives whose husbands were 
psychologically impotent from the first day of marriage, 
but who stayed with them for 20 years or more and 
even remained virgo intacta, but not without themselves 
developing neuroses. Some eunuchoid husbands, even with 
testosterone therapy, do not develop normal-sized genitals, 
and, although they perform the sexual act normally, a wife 
may leave them because of thé subnormal size of the 
genitals. 

Eunuchoids usually have other features such as absent 
or poorly developed secondary sexual characteristics, hot 
flushes, sweating, migraine, apathy yet irritability and femi- 
nine emotionalism, and lack of confidence, of enterprise, of 
self-assertion, and of muscular strength. Gynaecomastia 
may be present or, paradoxically, may be produced or 
aggravated by testosterone therapy. Similarly paradoxi- 
cally, testosterone may occasionally produce hot flushes 
where such have not been present. : 

The Klinefelter syndrome (Klinefelter e ail., 1942) is 
really a new name applied to eunuchoidism associated 
with gynaecomastia, hyalinization of seminiferous tubules, 
apparent normality of interstitial cells of Leydig, and 
increase of follicle-stimulating hormone. I am of the 
opinion that the stated normality of the interstitial cells 
is only apparent. The Heller syndrome (Heller et al., 1943) 
is eunuchoidism with absence or atrophy of the testes, 
and subnormal height in spite of open epiphyses. I doubt 
whether this can be considered an entirely new syndrome. 
I have seen several eunuchoids of average height, and 
recently I saw one aged 42 with open epiphyses and normal 
height. 

In these cases it would seem that the pituitary does 
not secrete an average amount of growth hormone, or 
there is an unresponsiveness of cartilage, or that other 


. factors, including genetic ones, are present. I have shown 


two thin brother eunuchoids at the Royal Society of 
Medicine (Simpson, 1946), aged 18 and 22, who showed 
increases in height and weight following testosterone 
therapy. Most eunuchoids are tall, but this is often 
due to the fact that their epiphyses remain ununited 
and they continue to grow even in the third decade of 
life. Eunuchoids may be thin or fat, or the thin ones 
may become fat in middle age. 


Infantilism 


True infantilism includes infantile genitals and absence 
of potency at any age if no treatment is given. Most 
cases have no gross aetiological lesion. Others are associ- 
ated with a craniopharyngioma (Rowlands and Simpson, 
1942) or, more rarely, with a chromophobe adenoma. 


Pituitary Chromophobe Adenoma 

At the Clinical Section of the Royal Society of Medicine 
in November, 1946, I showed a typical case (Simpson, 1947). 

In this case, that of a man aged 67, loss of libido and 
impotence were the first symptoms at the age of 55. There 
was progressive loss of strength and of secondary sexual hair. 
At the age of 61 he experienced severe headaches and diminished 
vision. Optic atrophy and an enlarged pituitary fossa were 
then detected. A chromophobe adenoma was removed surgi- 
cally by Mr. Julian Taylor. Headaches disappeared and vision 
improved. Weakness and impotence continued. Methyl 


testosterone, 30 mg. daily, produced a return of normal potency 
and a dramatic improvement in strength, vitality, and appear- 
ance. The patient wrote, “ Indeed, I can say that the effects 
of the tablets are almost miraculous.” 


Another case of chromophobe adenoma under my care 
developed psychological impotence after operation. 


A man aged 27 complained of headaches only. At the age 
of 30 early optic atrophy and an enlarged pituitary fossa were 
discovered. A chromophobe adenomd was removed by 
Mr. O. Hersch in New York by the endonasal route. Head- 
aches disappeared and optic atrophy was arrested. At the 
age of 38 he married and then found himself impotent, but he 
could occasionally penetrate the vagina with his wife’s manual 
assistance. Testosterone was without effect, although the initial 
few injections were said to help. I came to the conclusion that 
his impotence was psychologically determined, and gave a con- 
fident prognosis, with reassurance and explanation of his fears 
about the effects of adolescent masturbation. He reported 
almost immediate improvement, and sexual intercourse to 


mutual satisfaction. 
Acromegaly 
Although patients with gigantism and acromegaly may 
initially show increased libido, there is ultimate impotence, 
and impotence may be one of the first features. A typical 
case under mv care is as follows. 


A man, married at the age of 28, had coitus three times a 
week but without orgasm or fluid emission. Apparently he 
was already suffering from acromegaly, as in retrospect his 
hands and feet had begun to enlarge at the age of 24. His 
height was average—S ft. 7 in. (1.7 m.). At the age of 33 he 
became completely impotent. At this point he had definite 
acromegalic features. The fundi were normal but the pituitary 
fossa was enlarged. His 17-ketosteroids were normal, 11.2 mg. 
a day (Mrs. N. H. Callow). In view of the pituitary origin of 
the impotence, I suggested pregnancy gonadotrophic hormone 
(“ pregnyl”), 1,000 units injected three times weekly for three 
weeks. There was no effect for the first two weeks, and then 
erections and intercourse without ejaculation took place twice 
weekly for the next six weeks, followed by complete relapse. 
I then (September, 1942) referred him to Professor Windeyer 
for radiotherapy to the pituitary area. His wife wrote: 
“ The reaction was immediate. From the first day of the course 
my husband began to show an all-round improvement. His 
chief response was sexual. For the first time since our marriage 
he was able during sexual intercourse to reach a climax and 
to ejaculate a considerable amount of fluid, consequently 
experiencing a relief and satisfaction he had not known pre- 
viously.” In August, 1944, the wife became pregnant, and in 
August, 1948, she became pregnant again—now having a 
daughter aged 5 and a son aged 1. In the last year ejaculations 
have ceased and detumescence occurs 30 minutes after vaginal 
penetration without orgasm. 


Adrenal Feminization 


Impotence may occur with Cushing’s syndrome with » 


adrenal hyperplasia or neoplasm, but is then only one 
feature of a colourful clinical syndrome. The following 
is a case of feminization due to an adrenal tumour, in 
the absence of a classical Cushing’s syndrome. 


The patient; a physician aged 34, during the previous year 
noticed loss of libido, considerable loss of potency, increase in 
fatness, and some increase in size of the breasts. Laparotomy 
(C. A. Joll) revealed a large left adrenal tumour, which was 
removed and proved to be an adenocarcinoma. ‘The breasts 
became smaller, genitals larger, and potency partially returned. 
Eight months later he complained that coitus was achieved only 
with difficulty, and was followed by three days’ complete 
exhaustion—in this case undoubtedly organic, but often said 
to be psychogenic in origin, and also occurring in lesser degree 
in late middle life, probably physiological. This was followed 
in another few months by complete impotency, and laparotomy 
revealed multiple metastases in the liver. 
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The special interest of this case was the very high 
oestrogen content of the urine initially and then after the 
return of metastases—5,000 i.u.—and the normal or hgh 
androgen content even in the phase of complete impotency 
—between 60 and 100 capon units (Simpson and Joll, 


1938). The importance of the balance between oestrogens 


and androgens (as distinct from an absolute decrease in 
androgens) is also shown by the impotence (and gynae- 
comastia) associated with cirrhosis of the liver, which latter 
condition results in failure to inactivate the oestrogens. 
Thus Glass, Edmondson, and Soll (1944), in impotence due 
to cirrhosis of the liver, found urinary oestrogens con- 
siderably increased and active and androgens only slightly 
decreased. The same causative factors may operate in 
malnutrition (Biskind, 1947). 


Diabetes Mellitus 


Impotence was a common complication of diabetes mel-- 


litus before the days of insulin, although definite testicular. 
atrophy was much rarer (Osler, 1907). Possible causes 
were malnutrition, peripheral neuritis, arteriosclerosis, 
disturbed metabolic processes, or disturbance of inter- 
glandular relationships. Koch (1910) found atrophy of 
the seminiferous tubules and an interstitial fibrosis of the 
testes, and considered these changes the result of arterio- 
sclerosis, Kyrle (1920) described testicular atrophy. 
Warren (1938) observed cessation of spermatogenesis and 
hyalinization of tubules, with resulting sterility, and asdribed 
this to malnutrition, toxaemia, or acidosis. Miller and 
Mason (1945) found that five of seven diabetic men w'th 
diminished potency had 17-ketosteroid values significantly 
below normal, but nine others with low values had normal 
potency. They also discovered that diabetic women have 
low 17-ketosteroid values, indicating a reduction in the 
adrenal androgens in both sexes. 


Joslin writes me that impotence is rarely complained of ' 


or observed in his very large clinic, and in his textbook 
on diabetes (Joslin, 1946) he stated: “ Impotence is rarely 
a complaint.” Wilder (in a personal letter, 1949) does not 
consider impotence a rarity or that it necessarily disappears 
with adequate insulin therapy. He quotes Nanyn (Der 
Diabetes Melitus, 1910), who wrote in pre-insulin days: 
“One of the most constant symptoms—impotence—is often 
a first symptom and not always a result of exhaustion 
or inanition; it may disappear with treatment, but in 
severe cases this is highly infrequent.” Wilder also quotes 
a letter from Dr. Franklin Peck, editor of the American 
Diabetes Abstracts: “1, too, have been struck by the 
paucity of references to impotence in diabetes, It is a 
very common symptom, and often the first symptom to 
be reported to the physician.” 

In my own experience, presenting and persistent impo- 
tence (that is, impotence of which the patient spontaneously 
complains) is not a common complication of diabetes 
mellitus in patients who have always been well controlled 
with a balanced diet and insulin, although the incidence 
of impotence, elicited by specific questioning in contrast 
to spontaneous statements by patients, is by no means 
negligible. Possible organic causes of chronic impotence 
in diabetes may be endarteritis affecting the vascular 
mechanism of erections, or peripheral neuritis involving 
the presacral and other nerves. There seems little doubt 
that’ psychological impotence sometimes occurs in the 
course of diabetes mellitus as in other organic disorders. 
Therapeutically, impotence in diabetes mellitus, whether 
organic or psychological, is usually refractory to testo- 
sterone therapy. It also may be uninfluenced, or unpre- 


ventable, by practically perfect control of the diabetes. 
In bronzed diabetes, or haemochromatosis, impotence may 
result from simultaneous infiltration of the testis with 
haemosiderin. 


Addison’s Disease 


Adrenalectomy in animals leads to testicular atrophy, 
although while working at the Lister Institute I found 
that minimal doses of cortical extract permitting the mere 
maintenance of life prevented any changes in the gonads. 
However, impotence does occur in chronic Addison’s 
disease even with appropriate therapy. The urinary 17- 
ketosteroids are low, largely owing to the absence of 
androgens from the diseased adrenal glands. Since the 
basophil cells of the pituitary gland are decreased in size 
and numbers in chronic Addison’s disease, the impotence 
of that disease might be attributed to a decrease in the 
secretion of pituitary gonadotrophic hormone. One man 
of 37, initially under the care of Dr, R. D. Lawrence, had 
diabetes from the age of 13, controlled by insulin, and 
then developed Addison’s disease at the age of 32 (1942), 
when he also came under my care. In spite of appropriate 
treatment he developed impotence two years after this, 
and when he died three years later (1947) necropsy showed 
testes of normal size but arrest of spermatogenesis at the 
spermatogonium stage, and diminution in the number of 
interstitial cells (Simpson, 1949). 


Thyroid Dysfunction Impotence 

Impotence may occur with thyrotoxicosis and with 
myxoedema. It is interesting to note that the urinary 
17-ketosteroids in severe myxoedema may be extremely 
low, in fact as low as those found in Simmonds’s disease 
—for example, less than 1 mg. a day. McCullagh (1939) 
has described a case of impotence in a man of 50 in which 
the presence of hypothyroidism was thought of only because 
of a B.M.R. of —32%. Testosterone therapy resulted in 
a return of potency, and relapse followed cessation of 
treatment. Thyroideum siccum, 3 gr. (0.2 g.), daily was 
equally effective, and also restored a low androgen urinary 
excretion of 3 i.u. to 45 iu. (normal = 20-100 i.u.). 


Impotence of the Male Climacteric 


Werner (1939) found that of 54 male patients aged 
between 41 and 64, with symptoms comparable to those 
of the female climacteric, there was a great decrease or 
loss of potency in 49 and a decrease of libido in 24; 36 
out of 38 responded to testosterone therapy. Heller and 
Myers (1944) found that 32 of 38 men with climacteric 


symptoms were impotent, In eight cases these authors | 


were able to do testicular biopsies. Five of these showed 
reduction in size and activity of. seminiferous tubules and 
reduction in the size and number of Leydig cells, which 
latter were abnormal in granulation and lipoid content. 
In the remaining three cases there were hyalinization 
of seminiferous tubules and clumping of interstitial cells. 
However, biopsy of the testis may reveal completely 
normal structure in men in the seventh decade without 
symptoms. 

Helier and Myers (1944) also measured the urinary con- 
tent of gonadotrophic hormone in males by the weight of 
the ovaries of 24-day-old female rats injected with urinary 
extracts. In the case of 25 normal males the average 
ovarian weight was 12 mg., in 12 surgical castrate males 
the average weight was 62 mg., and in 23 cases of diag- 
nosed male climacteric the average weight was of the 
same order as that in the castrates—namely, 52 mg. 
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In 20 of the patients with climacteric symptoms and 

impotence testosterone therapy was tried, and in 17 of 
these ail symptoms, including impotence, were abolished 
but recurred on cessation of therapy or substitution with 
injections of an inert oil. This seems to be a sciehtific 
contribution in support of the existence of the male 
climacteric, Urethral smears are also said to indicate a 
male climacteric (Andrews, 1946). 

My own experience leads me to conclude that the male 
climacteric is physiological, although a complete syndrome 


is relatively rare ; that it tends to occur rather later than 


the female climacteric; that many of its features may 
continue for a decade or more ; that it is more insidious 
than the female climacteric; that it is associated with a 
decrease or loss of potency, but that the response to testo- 
sterone may be only partial. I believe also that testo- 
sterone has a favourable action on urinary symptoms, 
decreasing frequency and improving the force of the 
urinary stream, though it has not been possible to produce 
objective data in support of the testosterone therapy of 
benign prostatic enlargement. In one case under my care 
large doses even seemed to precipitate an acute urinary 
obstruction. 

In old people testosterone cannot be given without 
reflection and caution, since it can cause retention of fluid 
and an increase in metabolism and aggravate existing 
myocardial insufficiency. Further, old people may have 
multiple pathological lesions, not detected in life. 

A man aged 63 complained of gynaecomastia, cramps in the 
calves, difficulty in passing urine, and impotence over a period 
of six years. The urinary 17-ketosteroids were 6.4 mg. a day 
and the urinary oestrone was normal, less than 30 i.u. a day 
(Professor C. N. Gray). Implantation of 10 tablets of 100 mg. 
each—that is, 1,000 mg. of testosterone—led to increase in 
appetite, strength, and weight, decrease in the size of the breasts, 
but only moderate erections. Five months later he was admitted 
with retention of urine and urinary infection. He died. 
Necropsy showed atrophic thyroid gland, benign enlargement 
of the prostate, small atrophic testes, and small adrenal glands 
of normal structure. There were extensive changes in non- 
endocrine organs—atelectasis of lungs, sclerotic coronary 
arteries, gross atheromatous changes throughout the aorta, with 
multiple aneurysmic dilatations and a large aneurysm at the 
bifurcation of the aorta (W.R. negative), diverticulosis of the 
colon, and fatty degeneration of the liver and kidneys with 
a left hydronephrosis. 

This case illustrates that degenerative changes in the old 
are not limited to the endocrine glands, and cannot be 
ignored when potent organotherapy is contemplated. 


Testosterone Therapy 


Testosterone therapy is of real value only in organic 
impotence due to a deficiency or absence of secretion of 
testosterone by the testes. It is of no value in psycho- 
logical impotence, although transitory benefit occasionally 
occurs by suggestion ; and it is of no value where there 
is an organic or mechanical obstacle to the potency 
mechanism. In appropriate cases the response to testo- 
sterone is definite and dramatic, and leaves one in no 
doubt about the result. The effects last only as long as 
therapy is continued. 

If given by injection, 25 mg. of testosterone propionate 
daily, or 50 mg. on alternate days or even less frequently, 
will usually prove effective. Methyl testosterone by mouth 
is effective in some cases when given as a 10-mg. tablet 
three times a day. In others, four times this dose may 
be required for initial therapy, but the maintenance dose 
may be less than 30 mg. daily. The tablets are slightly 


more effective for a given dosage when allowed to dissolve 
under the tongue or between the cheek and the gums, but 
it is usually found to be more convenient to swallow the 
tablets and use a 30% higher dosage. Since continuous 
therapy is necessary, most patients prefer the implantation 
method. Eight tablets of 100 mg. each are implanted 
subcutaneously under local analgesia and the effect lasts 
some six to eight months, when a further implant is 
necessary. I prefer the lower abdomen as site, using a 
l-cm. incision, a blunt trocar and cannula, and imbedding 
the tablets in subcutaneous fat, A single suture is removed 
after five days. The operation is painless, takes only a 
few minutes, and requires no special preparation. Where 
the patient is thin and no subcutaneous fat exists the outer 
thigh is chosen as site, using a sharp trocar and cannula. 

There does not seem to be any danger to health from 
this treatment in people otherwise fit, but in the elderly 
or in those with decompensated hearts or damaged kidneys 
an excessive retention of fluid and salt leading to cardiac 
failure may result.. There is a possibility that in older 
people with pre-existing considerable enlargement of the 
prostate a resulting further enlargement may produce 
prostatic obstruction. In less severe cases the symptoms 
of prostatic hypertrophy are sometimes ameliorated, but 
objective evidence of benefit is not forthcoming. Should 
Addison’s disease be present, testosterone may produce an 
appreciable water-salt retention, and when deoxycortone 
is also employed in the therapy this action must be 
allowed for (Simpson, 1949). 

In children and adolescents testosterone may cause 
excessively large genitals and abnormal eroticism, but the 
former does not seem to be the case in adults suffering 
from impotence, and the latter, although occasionally 
occurring in treated castrates and eunuchoids, has not been 
objected to. When fertility, as distinct from potency, is the 
goal of the patient, it should be remembered that testo- 
sterone in large doses tends to reduce the spermatogenic 
activity of the testis during the time of its administration. 


Summary 


Urinary androgen assays indicate a probable decline in libido 
and potency from the age of 50 onwards, and some fall in 
androgen secretion starts as early as the twenty-fifth year. 

Impotency can be classified as (a) psychological, (b) organic, 
and (c) psychological occurring in the course of organic disease. 
Similar manifestations can occur in all three groups except that 
ejaculatio praecox is nearly always psychogenic. 

A wide variety of severe organic diseases and metabolic dis- 
orders, as well as starvation, may be associated with impotence. 

Endocrine impotence occurs with traumatic castration, 
eunuchoidism, infantilism, pituitary chromophobe adenoma, 
craniopharyngioma, acromegaly, diabetes mellitus, Addison’s 
disease, myxoedema, thyrotoxicosis, and the male climacteric. 

It is suggested that the male climacteric is a definite entity, 
but more insidious and less complete than that in the female. 

The various forms, indications, and contraindications of 
testosterone therapy are discussed. It is of no value in psycho- 
logical impotence. 
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IMPOTENCE 
FROM THE PSYCHIATRIC STANDPOINT* 


BY 


E. B. STRAUSS, M.A., D.M., F.R.C.P. 


Physician for Psychological Medicine, St. Bartholomew's 
Hospital 


Impotence is the inability to perform the sexual act, and 
must be distinguished from sterility or infertility. Impotence 
in the male is one of the commonest, and certainly one of 
the most distressing, disorders which a physician is called 
upon to treat. I find it hard to credit, but a colleague 
of mine in general practice only the other day told me 
that some 40% of his married men-patients complain of 
impotence to a greater or lesser extent. 

The sexual disability may take various forms which can 
be tabulated more or less as follows: (1) absence of sexual 
desire for the sexual partner (or, in fact, in general) ; (2) 
inability to procure erection; (3) inability to sustain 
erection ; (4) inability to ejaculate, in spite of well-sustained 
erection ; (5) premature ejaculation, which, of course, is 
almost, but not quite, identical with (3)—that is, inability 
to sustain erection. 

Anything which interferes with the chain of reflexes 
required for the reproductive act in the male may give rise 
to impotence. In considerably more than 90% of cases the 
source of interference is psychic—hence the clinical label, 
“ psychosexual impotence.” The most:common cause of 
interference is anxiety, which may be either conscious or 
unconscious, primary or secondary. 

Before we consider anxiety as a cause of impotence in 
any detail I will refer to the question of the strength or 
feebleness and the duration of the sexual impulse in the 
human male, whatever its orientation or form-of outlet. 
I myself am satisfied, although statistical evidence is unpro- 
curable, that extreme feebleness of sexual desire, amounting 
almost to absence, can be congenital and is compatible with 
perfect physical and mental health, a vigorous intellect, and 
normal endocrine patterns. The converse is equally true: 
some men have such strong sexual needs as to be almost 
insatiable, in the absence of any morbid determinants. In 
other words, strength or feebleness of sexual desire is 


congenitally determined; and the same is true of its 
duration. 

Some males, without having encountered any exogenous 
awakening of the sexual impulse, become aware of such 
desires long before puberty, sometimes, indeed, during the 
nursery years ; whereas conscious sexual desire in the case 
of the majority of males does not make itself felt until the 
middle “teens.’”” The late or early arousal of sexual desire 
will of course be partly determined by the pattern of culture 
in the anthropological sense. However, it is not known, for 
example, how many of the little Trobriand Islanders who 


_ indulge in the sex-play sanctioned by their pattern of culture 


are activated by sexual desire or are just playing the kind 
of game expected of them. The waning or extinction of 
sexual desire is also, in my opinion, genetically determined, 
in the same way as is longevity, say. Some perfectly 
“normal” men lose all interest in sex in the mid-forties 
or mid-fifties to the point of impotence; others remain 
sexually active and vigorous until the eighties. 

It is therefore indeed unfortunate that so many of us— 
consciously or unconsciously—still equate virility and 
potency. The most virile type of athlete, say a champion 
boxer, may be congenitally impotent, and is frequently, in 
fact, feebly sexed ; and it is common for a vigorous type 
of intellect, of the type which by analogy we call “ virile,” 
to be compatible with complete celibacy and absence of 
erotic interest. In passing, it might be as well to mention 
another popular fallacy—namely, the belief that the size 
of the genitals is an index of virility and sexual vigour. If 
anything, the converse is true, seeing that males of pykno- 
somatic physique, who characteristically have small penises 
in the flaccid state, tend to be sexually more vigorous than 
persons of other habitus. This is worth mentioning, because 
it often happens that a youth with a small, flaccid penis 
looks enviously at the boy who is “ larger-made ” and talks 
himself into a phobia of impotence. 

Let us now return to a consideration of the more common 
causes of psychosexual impotence, not forgetting what I 
have already mentioned—namely, congenital feebleness of 
sexual desire. 


Honeymoon Impotence 

It is a convention, and an extremely bad convention, for 
a married couple to seek to consummate their marriage 
on their wedding night. Both partners are usually tired, 
excited, anxious, and self-conscious ; and, even in this year 
of grace, many couples are ignorant and inexperienced. 
As often‘as not, all these factors combine to render a man 
impotent on his first attempt. Excitement may cause him 
to ejaculate long before he can effect penetration ; ignorance 
of the desirability of using a lubricant before attempting 
to rupture the intact hymen may also give rise to the failure 
to penetrate ; ignorance of sexual “topography” and the 
absence of the female guiding hand (the female -partner 
being unaware that she has a part to play) may also cause 
a lot of clumsy fumbling around and collapse of erection. 
The unfortunate husband feels miserable and humiliated 
at his failure. On the next occasion, probably the second 
night of the honeymoon, he approaches the sexual situation 
with considerable foreboding and anxiety, which in itself 
is sufficient to render him impotent or cause him to ejaculate 
prematurely. Thereafter, the secondary anxiety increases 
snowballwise until the man is convinced that he is con- 
genitally impotent. Often he is too timid or humiliated to 
seek medical advice ; frequently the doctor whom he con- 
sults is too busy or insufficiently instructed to be able to 
offer any helpful advice. Such cases often end up with 
nullity suits. Young married couples would do well to get to 
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know each other and become accustomed to this new type 
of intimacy for at least a week before they enjoy the final 
freedom of each other’s bodies. 


Psychosexual Impotence due to Masturbation Anxiety 

It is surprising in these days of so-called enlightenment 
how many men labour under the belief that the adolescent 
habit of masturbation leads to impotence. The unconscious 
conscience, the super-ego of the Freudian schema, is 
governed by Talion Law. What more suitable punishment 
for the sexual offence could be devised than symbolic 
castration—that is (unconsciously) self-imposed impotence ? 
Quite apart from this simple piece of psychopathology, 
secondary anxiety can give rise to impotence in this type 
of case also—that is, the man expects to be impotent in a 
normal sexual situation, and finds himself so. 


Psychosexual Impotence Due to “ Perverse” Part- 
Components of the Sexual Impulse 

(a) are many men _ whose 
masturbation fantasies have been sado-masochistically 
coloured, and who find themselves impotent in a normal 
sexual relationship, especially with a woman with whom 
they are in love. Such men are usually feebly sexed 
individuals. 

(b) Homosexuality.—It should be obvious that a man who 
is sO constituted that he can only properly find a sexual 
outlet in a homosexual relationship might well find him- 
self impotent in a heterosexual situation. Yet there are 
many well-meaning people, clergy and even doctors, who 
recommend marriage to homosexuals as a “cure.” How- 
ever, many men who are quite unaware of their strong 
repressed homosexual components marry women for whom 
they have a strong affection and feelings of tenderness, and 
find themselves impotent. 


Psychosexual Impotence Due to Unresolved (Unconscious) 
Incestuous Attachments 


I do not think that I have the reputation of being 
especially credulous when it comes to accepting psycho- 
analytical theories. Yet experience has proved to my satis- 
faction that many men may find themselves impotent because 
they have unconsciously identified their sexual partner with 
their mother or their sister ; and the incest taboo has asserted 
itself. A mother fixation and a sister fixation are very real 
concepts, and not merely Freudian whimsies. These men 
are struck impotent in the same way as Peeping Tom in 
the Coventry legend was struck blind. 


Psychosexual Impotence Due to Unconscious Fear of 
Aggression 

There are men, perhaps especially those who witnessed 
parentah intercourse in very early childhood and who 
interpreted the performance as an act of violence on mother 
on the part of father, who find themselves impotent when 
they try to consummate their marriage. Such men are 
usually outwardly very gentle persons who are unconsci- 
ously afraid of their own repressed, and hence unconscious, 
aggression. In other words, they are unconsciously afraid 
of hurting the woman whom they love. 


Impotence with the Woman who is Loved and 
Respected 
Perhaps the most common superficial determinant of an 
inability on the part of the husband to consummate his 
marriage is the incomplete fusion between the somatic and 
the affective components of the sexual complex. Such 


psychosexual immaturity often leads to a partially uncon- 
scious division of womanhood into two artificial cate- 
gories—“ nice”” women and “fast” women. It’ is per- 
missible to love “ nice” women in an idealistic kind of way, 
but they are sexually taboo. These women are equated in 
the man’s mind with his mother and his sister or their 
friends (cf. my remarks above on mother- and sister- 
fixations) ; they are too “ pure ” to be sexual beings—purity 
and asexuality being identical. “Fast” women comprise 
prostitutes, barmaids, chorus girls, and unfaithful wives 
Such women are sexual beings and nothing else—fit.to have 
sexual intercourse with but not to love. It is unfortunate 
that the psychosexually immature men who hold such views 
and have such feelings almost invariably marry “ nice ™ 
women, and consequently find themselves impotent with 
their wives. An explanation of the nature of the largely 
unconscious sexual taboo which is causing the impotence, 
involving an assurance that the wife is just as much a sexual 
being as any “fast” woman, usually succeeds in paving 
the way to normal potency. ; 


Relative Impotence 


This term is used to denote impotence with one particular 
women, as often as not, unfortunately, the man’s wife, with 
the preservation of potency with other women. 


“ Soldier’s Impotence ” 

The old name for what is now known as effort syndrome 
was “soldier’s heart,” and this offers some justification for 
applying the term which heads this section to the disability 
when it occurs in perfectly healthy Servicemen. 

Psychogenic impotence occurs very often among Service- 
men, especially on demobilization or when home on leave 
from service overseas after a long absence, more particu- 
larly perhaps among returned prisoners of war. The 
superficial psychopathology of the condition is often some- 
what as follows: : 

A young Serviceman, after a brief courtship, marries a 
girl whom he does not know very well. He is given, say, 
48 hours’ leave for his honeymoon, and he is obsessively 
aware that he must consummate the marriage within a set 
time. This in itself is sufficient to give rise to ““ honeymoon 
impotence.” Thereafter he is likely to meet his wife at 
long intervals only, during week-end leaves, and nearly 
always in surroundings which lack the proper atmosphere 
of intimacy, for the young couple would scarcely yet have 
been able to set up a home for themselves. As might be 
anticipated, the same humiliating impotence poisons the 
situation during each leave. Shortly afterwards, we will 
suppose the man is posted overseas, where he may be 
taken prisoner ; and he does not return to his wife for a 
number of years. 

During his absence he will have cherished an image of 
his wife as he pictured her during their courtship. Unfortu- 
nately, this is likely to be a static image, embellished with 

all sorts of sentimental fantasies generated by his loneliness 
and inner needs. In the meantime, of course, his wife will 
have been living a life of her own and on her own, often a 
man’s life, and may be secretly dreading the termination, 
on her husband's return, of this life of freedom and inde- 
pendence. Their reunion is therefore accompanied by 
bilateral feelings of embarrassment and disappointment. 
The man finds a matter-of-fact flesh-and-blood woman 
who is totally different from the fantasy figure who com- 
forted his loneliness; the wife meets a tired, irritable 
intruder with whom she is expected to go to bed as though 
she enjoyed it. It is not surprising that the old honeymoon 
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impotence reasserts itself and develops into the chronic type 
of psychogenic impotence already described. 

The enforced separation of Service men from their wives 
may, on the other hand, give rise to a different sort of 
complication: the young man, instead of being bored and 
irritated by the alJ-male environment in which he finds 


himself, may find the comradeship of arms emotionally 


satisfying and come to prefer “sociality” to sexuality. 
The following quotation from a letter written to a man 
friend by a young married ofticer serving overseas illustrates 
this attitude of mind: ‘ Heaven would be a nice safe job 
in London, with a bachelor flat in St. James's, and calling 
on you and A.B. and C.D. and others. In fact, I was born 
to wander lonely as a cloud ; or, at any rate, I haven't the 
temperament for marriage to a possessive woman. It feels 
like being buried alive. However, the alternative—being 
a cuckold—is like a mad thing in my brain. Physically 
jealous, I am emotionally calm or British—or something. I 
don’t think women have the brains to be constant 
companions.” 

In the case of certain immature types this emotional 
disposition may even stimulate a man’s latent homosexual 
proclivities (conscious or unconscious), with all that that 
may imply. 

Another type of man may from force of habit come to 
prefer sexual promiscuity, of the kind that he believes that 
a serving soldier (married or unmarried) is entitled to allow 
himself, to domesticity, and find himself impotent in a 
sexual situation in which tenderness is demanded. 

It will be seen, therefore, that war and its aftermath may 
be directly responsible for sexual neuroses which require 
special understanding. 


Impotence Associated with the Depressive Syndrome 


It is insufficiently realized by the general physician that 
extinction of the libido sexualis may be a symptom of 
depressive psychosis, and commonly is. Furthermore, it 
may be the only symptom which the patient regards as being 
at all significant. If he is asked whether he is depressed he 
will admit it, but will say that he is depressed only because 
he is impotent, whereas, of course, the opposite is true. 


Impotence Due to Inability to Ejaculate 


This is a rare and rather intractable form of impotence 
which has received little attention in the literature of 
the subject. A man who suffers from this disability can 
sustain erection almost indefinitely and thus procure orgasm 
in the female partner, but he himself fails to achieve 
the sexual climax. This amounts to involuntary coitus 
teservatus. In a few cases this is due to a deep-seated fear 
of his partner becoming pregnant. In the majority of 
cases, however, persistent failure to ejaculate represents the 
sexual manifestation of a temperament, often narcissistic, 
which renders its possessor incapable of giving. The same 
kind of temperament is often associated with intractable 
constipation—and for the same reason—that is, such a man 
is incapable of giving out. 


Impotence Due to Fatigue 

When I am teaching students I sometimes call this form 
of impotence “ barrister’s impotence,” because it is so 
commonly met with in successful barristers. A busy 
barrister works hard all day, brings his briefs home and 
works until the small hours of the mosning, and usually 
arrives home for the week-end loaded with briefs and law 
books. He is apt to be surprised when he finds that he 
has no energy left over for love-making. And yet it should 


be clear that a man cannot be completely and exclusively 
married both to a woman and to a career. It may in fact 
be said that, in many cases, wives of successful professional 
men have a hard time of it ; and that applies to the medical 
profession too. 


Impotence Due to Boredom 


May I have your permission in this connexion to quote 
at some length from Sexual Disorders in the Male ?* 


“ There is a disposition on the part of some married coupl 
to feel that while certain methods of love-making are right an 
proper, others are illegitimate and degrading. That which is 
for them pleasing and satisfying is right; that which to either 
party seems objectionable is wrong. The schoolmaster and 
the policeman have no right of entry into the bedroom, for 
love can recognize, apart from the moral law, no rules other 
than those that it frames for itself. 

“It is chiefly because the British pay great respect to con- 
vention that their method of love-making rarely departs from a 
certain accepted model. But love has not always been so 
conventional. In the Khama Sutra we read of at least seven 
different ways of kissing ; eight varieties of touch, eight playful 
bites, four methods of stroking the body with the hands, and 
eight sounds that may be emitted while doing so. For the 
India of Khama Sutra sexual congress was looked upon not 
merely as a conjugal duty or as the necessary preliminary to 
the obtaining of children, but as an activity from which both 
partners could derive pleasure and experience amongst the 
richest with which life could provide them.’ And in writing his 
great work on love, the author was in no way pandering to 
the sensuousness of youth. On the contrary, there is every 
reason to believe that when he penned it he was himself living 
the life of a religious recluse in Benares. In undertaking this’ 
work at such a time he must of necessity have felt that in sexual 
love there was no element that need be in enmity with, or 
in any way contradict, the highest spiritual aspirations of 
mankind.” 


Conclusion 


I have been able to mention only a few of the typical 
psychic factors which, by interfering with the chain of 
sexual reflexes, may give rise to impotence in the human 
male. Stekel devoted two large volumes to the psycho- 
pathology of impotence, and then scratched only the 
surface of this subject. 

‘You will have noticed that my approach has been 
entirely descriptive, and that I have not touched on the 
question of treatment. The treatment of impotence would 
require a symposium to itself, and, in my opinion, would 
be too specialized to be of great interest to the majority of 
the Fellows of this society. I think, however, that I have 
said enough to convince you that no medical practitioner 
can afford to be ignorant of the aetiology and nature of 
this sexual disability, and that he should always be prepared 
to give a sympathetic hearing and informed advice to his 
unfortunate patients. 


*Sexual Disorders in the Male. 3rd Edition. Kenneth Walker and 
Eric B. Strauss. Hamish Hamilton Medical Books, London, 1948. 


The British Council announces that two Austrian medical 
men, Dr. W. Ehalt and Dr. G. Béehler, who in 1948 attended 
a course in Britain on rehabilitation and resettlement of the 
disabled which was arranged by the council in co-operation 
with the Ministry of Health, have now arranged for the estab- 
lishment in Austria of a new rehabilitation and vocationai 
training centre similar to those which they saw operating in 
Britain. The new centre is being provided by the Austrian 
Insurance Board, which administers the industrial disability 
compensation scheme. 
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TELANGIECTASIA 


BY 
HUGH G. GARLAND, T.D., M.D., F.R.C.P. 
AND 


S. T. ANNING, M.A. M.R.C.P. 
(From the General Infirmary at Leeds) 


in another paper (Garland and Anning, 1950) we have fully 
reviewed the literature relating to hereditary haemorrhagic 
telangiectasia, considered the genetics of the 244 affected 
families already recorded, and added 20 families examined 
personally. The purpose of this communication is to add 
three more families, also previously unreported, and to 
stress again that the condition is not very rare though 
frequently undiagnosed. Of our 23 families, 22 are from 
the West Riding of Yorkshire. The condition is usually 
not recognized as a cause of nose-bleeding. Arteriovenous 
aneurysm of the lung, which was present in two of the 
families reported here, is not uncommonly diagnosed as 
congenital heart disease, -the presence of telangiectasia of 
the skin or mucous membrane being unobserved or its 
significance being ignored, and a family history of 
telangiectasia not elicited. 


Family 21 


AET.Jo | AET.72 0.66 
g xs 6 8 
0 oe 
AET.44 AET.39 0.36 AET.33 
¢ 
AET. 12 AET.6 AET.1 


@=Telangiectasia. O=Epistaxis only. X—Examined. 


1, 2.—Examined aged 72; had suffered from frequent nose- 
bleeding during childhood and adolescence. No telangiectasia 
was seen except a diffuse type over the cheeks. 

I, 3—Died aged 68, but had suffered from persistent 
nose-bleeding during the first two decades. His three daughters 
live in Canada, and no information about them is available. 

II, 1.—Has suffered from nose-bleeding all his life. 

Il, 3.—Died aged 36 from pulmonary tuberculosis, but is 
said to have had “ spots ” on the face like her sister’s (II, 4) and 
nose-bleeding all her life. 

II, 4.—Examined aged 33 ; has often had nose-bleeding from 
the age of 8 years, and has menorrhagia. The telangiectasia was 
not noticed until the time of her son’s operation, when it was 
observed by Mr. P. R. Allison. She is pallid and has pinhead- 
sized angiomata scattered over the cheeks, with a few on the 
lips, tongue, and palate. : 


III, 2.—Was admitted at the age of 6 years to the thoracic © 


surgical department of the General Infirmary at Leeds 
(Mr. Allison) with a history of occasional nose-bleeding and 
increasing cyanosis since the age of 3. On examination he 
showed considerable cyanosis, with finger-clubbing, and a spider 
naevus was present on the right cheek. There were no abnormal 
signs in the heart or lungs apart from a systolic murmur in 
the right axilla. Radiography showed the cardiac outline to be 
normal, but there was no opacity in the right middle lobe. 
Blood examination showed: red cells, 7,100,000 per c.mm. ; 
haemoglobin, 136% ; haematocrit reading, 69%. A diagnosis 


of haemangioma of the right middle lobe was made and the 
chest was opened. The right middle lobe was of normal size 
and its surface was covered with dilated vessels. Right middle 
lobectomy was performed, following which his cyanosis 
immediately improved. He made an uneventful recovery. 


0.50 AET.40 
fal 3] 
AET.Q AET.S 


1, 1.—Died aged about 25; no other information about him 
was obtainable. His wife, who died aged 84, is said to have 
been healthy. 

I, 5.—Suffered from occasional nose-bjeeding all his life. 

II, 1.—Died aged 50; had intermittent but severe nose- 
bleeding all his life. He had “spots” on his cheeks and had 
to be very careful while shaving, as they bled profusely if cut. 

III, 1—Examined aged 9 years ; she had suffered from fre- 
quent nose-bleeding for several years. About four pinhead-sized 
telangiectatic spots were seen on her cheeks. 

III, 2.—Examined aged 7 and 8; she was admitted under 
Mr. Allison when 7 years old. She had never been as strong 
as her sisters, and was smaller than her sister three years 
younger. For one year her mother had noticed blueness of her 
finger-nails. She had occasional nose-bleeding. On examina- 
tion she was seen to be pale, with cyanosis of the cheeks, lips, 
and nail-beds. On the left cheek and nose there were several 
pinhead-sized telangiectases. There was moderate _finger- 
clubbing. The heart sounds were normal, but a murmur was 
audible over the upper part of the chest on the left side. Radio- 
graphy revealed an opacity in the left upper lobe. Blood 
examination showed: red cells, 5,200,000 per c.mm.; 
haemoglobin, 108%. A diagnosis of haemangioma of the left 
upper lobe was made, and at operation a haemangioma the size 
of a normal gall-bladder was found lying in the fissure at the 
root of the lingula, partly embedded in the upper lobe but 
largely projecting. Local excision of the haemangioma was 
carried out and she rapidly lost her cyanosis. She made ap 
uneventful recovery, and when examined again eight months 

later was a good colour and very well. Finger-clubbing was stil] 
present. 

Ill, 3—Examined aged 5 years; she had suffered from 
accasional nose-bleeding for a few years, but showed no 
telangiectasia of the skin or buccal mucosa. 


Family 23 
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{,1.—Died aged 82, but had suffered all his life from 
occasional nose-bleeding and had “ spots” on his face and lips. 


II, 3.—The second husband of II, 2 ; suffered from recurrent 
nose-bleeding and had “ spots” on his face like his sons. His 
brother (II, 5) was similarly affected, but no information could 
be discovered about the brother’s children (III, 5 and 6) nor 
about his other brothers (II, 6,7, and 8) and his sister (II, 4). 


III, 2.—Aged 60 and married but childless ; has suffered from 
nose-bleeding only rarely throughout his life. He is said to 
have “spots” on his face just like his brothers. 


III, 3.—Examined aged 57, a single man; has suffered from 
severe nose-bleeding since childhood. The spots on his face 
appeared during the second decade, but have been more 
prominent during the last ten years. On examination he was 
very pallid, with multiple telangiectases of about 2 mm. 
diameter on the lips, several similar lesions on the tongue and 
soft palate, a few pinhead-sized telangiectases on the cheeks 
and ears, and diffuse telangiectasia over the tip of his nose. © 


III, 4.—Aged 55, also single ; was said to have had occasional 
ae all his life and spots on his face like his brother 
a 
Summary 


Three more families with hereditary haemorrhagic telangi- 
ectasia from the West Riding are reported. They illustrate again 
that epistaxis is usual in this condition, that arteriovenous 
aneurysm of the lung may be present, and that the defect is 
inherited as a simple dominant. 

We are grateful to Mr. P. R. Allison for so kindly placing his 
records at our disposal, and to Dr. John Savage, Dr. J. P. Peel, 
Dr. John Rushton, and Dr. Bennet Smallhorn for allowing us to 
examine their patients. 
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NUTRITIONAL DYSTROPHY AMONG 
CHILDREN IN MADRAS 


BY 


S. T. ACHAR, M.D., F.R.C.P.Canada 
Professor of Paediatrics, Madras Medical College 


Quite a large number of infants and children with oedema 
of varying degrees not associated with albuminuria have 
tecently been admitted to the children’s wards of the 
General Hospital and of the Women and Children’s Hos- 
pital, Madras (South India), A good proportion of these 
cases had skin changes of a peculiar nature and of varying 
pattern in different patients and even in the same child 
(Fig. 1). In some, large areas of skin were discoloured, 
while in other areas the skin was actually peeling off. 
Cracks and fissures at the flexures were a frequent feature 
Large areas of depigmentation with some 


.times from .ignorance. 


of an infectious disease), and seemed to be slipping away 
from life quietly and rather quickly. 

For purposes of this review a series of 78 cases that 
were admitted to the above-mentioned hospitals in 1948 
(March—December) have been considered. 


Investigation of a Series of Cases 
Age Incidence and Social Status —One child in the series 
was 8 months old; the rest were distributed as shown 
in Table I, the majority being 1 and 2 years. Most came 
from very poor families, though an occasional one was 
encountered among the middle and even the rich classes. 


Dietetic History and Previous Illness——Al\most all the - 
children had been fed very unsatisfactorily, usually because 
of the absence of.cow’s milk and milk products but some- 
Their diet consisted mainly of 
rice, very little of other cereals, and vegetables—apart 
from the scanty mother’s milk the younger children were 
able to get. More than half gave a history of dysentery 
or diarrhoea lasting for a while—often recurrent bouts 
of diarrhoea rather than a single episode—at some time 
preceding the onset of oedema. In some instances the 
lack of liveliness and vigour as well as the oedema 
appeared to follow an attack of diarrhoea or dysentery. 


- Taste I.—Age Incidence and Economic Background 


Age No. Social Status No. 
Under 1 year 4 (5%) Very poor 40 
1 and 2 years 48 (62%) Poor 31 
18 2340) Middle 6 
$to10 ,, 8 (10%) Rich | 


Clinical Features——Apart from the oedema and absence 
of liveliness in all cases, nearly half of them showed vary- 
ing types of skin changes, with and without alteration in 
the colour and texture of the hair. Eye changes indicative 
of vitamin-A deficiency were fairly prevalent, leading in 
some cases to blindness, and signs of riboflavin deficiency 
were present in many. There were surprisingly few with 
clinical evidence of active rickets or scurvy in spite of 
the poor dietetic history. The main clinical features are 
shown in Table II. 


Course of Illness 


The mortality of the untreated cases is very high and 
the morbidity among those who survive considerable. 
There were 12 deaths in this series (mostly in the earlier 
cases, when the technique of repeated blood and concen- 
trated serum transfusions was being developed). Most 
of these deaths seemed to be attributable to acute paren- . 
chymatous hepatic failure, the child sinking into stupor 
and dying quickly in this stuporous state. Septic com- 
plications were common ; otitis media, abscesses, pyelitis, 


hyperpigmented areas were often present. 
The term “ crazy-pavement skin ” or “ mosaic 
skin” serves to describe the majority of skin 
lesions, An occasional case, however, showed 
a fine scaling with pigmentation characteristic 
of pellagrous skin, though the distribution of 
this scaly lesion was not always characteristic 
of pellagra. Some cases had keratomalacia, 
while others showed cheilosis, angular stoma- 
titis, and the orogenital syndrome. The com- 
mon feature of all was a pronounced debility 


and apparent low vitality. The child lost its 
liveliness, looked ill (but not the toxic look 


Fic. 1.—Severe dermatoses. 


3 
. 
URNAL 
. 
nal size 
middle 
yanosis 
y. 
6 
‘ 
| 
. 
| 
4 


702 Marcu 25, 1950 


NUTRITIONAL DYSTROPHY IN MADRAS 


Tasie IIl.—Showing the Main Clinical Features in 78 Cases 


Clinical Features No. 
78 (100%) 
es (crazy crazy-pavement or mosaic skin, denuded super- 
ficial layers, cr: and fissures at flexures, purpuric areas. 


hyperpigmented areas, scaly 
ossitis) 


or 

pellagra) 

Oral cha: om (cheilosis, s, angular stomatitis, 
(xerosis, keratomalacia, 


36 
35 
Eye chan pano thalmitis, corneal 
bair (light hair; dry and brittle sparse hair) (3192) 
in ri 
iarrhoca . oe os ee ee oe ae on 8 

Steatorrhoea 8 

Mucus in stools (in two ¢ dysenteriae ‘was isolated ; im one - 

28 

22 


E. histolytica = found 
history of 


d 


and bronchopneumonia occurred now and then, but in 
all the 12 fatal cases the child’s vitality was at a low ebb 
on admission, and it seemed to sink into stupor and die 
quickly without either a febrile reaction due to any septic 
complication or rapid breathing due to bronchopneumonia. 
A few children lost their eyesight owing to keratomalacia, 
especially the earlier cases, in which oral vitamin A was 
relied upon to combat the keratomalacia and its com- 
plications in the eye; but every one of the later cases 
with the slightest eye change indicative of vitamin-A 
deficiency was given vitamin A by the intramuscular route, 
and the pathological process was reversed in many of 
these. Six of the apparently cured cases were brought 
back to hospital some time after discharge with a relapse 
owing to the inadequate diet in their homes. 


Treatment 


It was found that unmodified cow’s milk was badly 
tolerated by the majority because the food tolerance had 
broken down owing to previous dysentery or diarrhoea 
or to the eating of unsuitable food through ignorance or 
force of circumstances. The problem therefore demanded 
the greatest —_ care, and I found that the best 

results were obtained by 

Siving acidified _half- 
~»..-| cream milk fortified by 

casein products, gradu- 

ally increasing the 

amount of fat in the milk 

as the food tolerance im- 

proved. Apart from this 

feeding and the addition 
of vitamins, with the 
treatment of infections 
when present, the main 
plank in treatment after 
the initial failures was 
blood transfusion — re- 
peated if necessary — 
and/or repeated trans- 

‘ fusions of concentrated 
human serum. 


This treatment was 
given because of the 
disturbed physiology in 
these children—namely, 
the low haemoglobin and 
obvious hypoprotein- 
aemia, and perhaps the 
inability of the liver to 
synthesize serum albumin. 
Suitable veins for repeated 
transfusions were difficult 


+ 


PS 


Fic. 2.—Before treatment. Note 
dermatoses. 


to find in these oede- 
matous children with 
skin involvement, but, 
with experience and 
the use of the scalp- 
vein technique where 
feasible, and the cut- 
down technique over 
the saphenous vein at 
the ankle through the 
oedematous tissue 
where the closed 
methods failed, it 
was found possible to 
transfuse repeatedly 
all those in whom 
this procedure was 
indicated. In most of 
these cases, after the 
initial blood trans- 
fusions (one or often 
two or three, depend- 
ing on the haemo- 
globin level), dried 
human serum in a 
concentrated _solu- 
tion was transfused 
repeatedly. 

After a week or after Note Ba 
two of this therapy 
there was a dramatic change, the child regaining its liveliness 
even though the oedema took a long time to disappear. The 
skin changes receded rapidly (Figs. 2 and 3), whereas 
under the older therapy of oral high-protein feeding and 
vitamins the response, if any, was s'ow and uncertain. 
Besides this regime, in those cases showing evidence of 
past or present bacillary dysentery specific treatment was 
given (sulphonamides followed by mixed dysentery phagc). 
By adopting these methods a much greater percentage 
of recoveries was obtained in the later cases (only 2 deaths 
in 50) than in the earlier cases (10 deaths in 28). 


Pathological Findings 

in most of the fatal cases a piece of the liver was 
removed at partial necropsy, as permission was not given 
for post-mortem examination. In two cases, however, it 
was possible to remove the whole of the liver at partial 
necropsy. Both livers were large, pale, and obviously 
fatty. Histological examination of these 12 livers revealed 
extreme fatty infiltration in nine, fatty infiltration with 
commencing periportal fibrosis in two, while in one case 
there was diffuse fibrosis round the lobules. 


Comment 


The skin changes, which were present in about 45% in 
this series and for which the terms mosaic skin or crazy- 
pavement skin seem apt in some cases only, cannot be 
explained easily as pellagrous or as an orogenital syndrome, 


‘It is possible that there is some factor in the fats, lack 


of absorption of which produces the dermatoses. Pottenger 
(1944) has written on the therapeutic value of a thermo- 
labile factor found in fats, particularly the lecithins, in 
dermatoses, From the clinical observation that the eye 
changes do not respond to oral vitamin A, while paren- 
terally the vitamin produces a dramatic change, as well 
as from the clinical observation that these children do 
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not tolerate full-cream milk, it is surmised that digestion 
and absorption of fats and fat-soluble factors is impaired 
in this condition. 

Considerable interest is developing in a similar condition 
reported from different parts of the world under various 
names: kwashiorkor (Williams, 1933, 1935, 1940), infantile 
pellagra (Trowell, 1937, 1940, 1941), malignant malnutri- 
tion (Trowell, 1944 ; Trowell and Muwazi, 1945), and fatty 
liver disease of infants (Waterlow, 1948). These syndromes 
seem to be the same disease, and should be described 
under one common name. In my opinion “ infantile 
pellagra ” and “ kwashiorkor” are unsuitable, as both the 
pellagrous condition and the red-boy appearance (in 
African dialect kwashiorkor means “red boy”) occur in 
only a percentage of cases and are neither the essential 
nor the real trouble. In my series the cases with and 
without skin changes went downhill in the same manner 
unless arrested by treatment (which, of course, is not 
directed to the skin condition in particular). Equally, the 
term “malignant malnutrition” is inapplicable, as with 
appropriate treatment the majority recover. “ Nutritional 
dystrophy ” seems the best term to employ to describe this 
condition.” 

The presence of diarrhoea or a recent history of diar- 
thoea or dysentery in a majority of my cases is, I think, 
a finding of considerable importance, but this was not a 
feature in the series from West Indies reported by 
Waterlow. The part, if any, played by intestinal infesta- 
tion with roundworms in the production or maintenance 


. of this condition seems to be a minor one, as marked 


improvement occurred long before specific treatment was 
directed towards the infestation. The train of events 
leading to this condition may be as shown in the 
accompanying diagram. 


Malnourishment and/or Dysentery or Diarrhoea 
Patty infiltration eee tolerance 
of liver of pancreatic 
acinar cells? 
Subacute or Impaired digestion and absorption 
enchy: 
Subclinical diffuse f T zx 
hepatic Vit. A by 4 P Dermatoses 
? years later clinical etc. 
n (purpura, etc.) 
albumin Lack vigour 
Acute tic 
failure 
(drowsiness 


It is interesting that diffuse hepatic fibrosis was noted 
at necropsy in the liver of one child aged only 2 years, 
who had had diarrhoea for two months and oedema for 
a fortnight before death. The diet in this instance was, 
in common with other children in this series, grossly 
deficient in milk products, the child having been weaned 
at 3 months on account of the mother’s death, and there- 
after fed mainly on rice congee with very little milk. The 
only clinical manifestation of the changes going on in 
the liver presumably for nearly a year in this case seemed 


_ to be a lack of liveliness in the child. 


The absence of symptoms and signs of rickets and 
scurvy in this series, in spite of the diet being grossly 


deficient in vitamins, was probably due to growth being 
retarded during the period of gross malnutrition. 


Summary 


A series of 78 children have been studied. Oedema was 
present in all of them, dermatoses of various patterns in nearly 
half, and both eye and mouth changes in less than a half. 

The diet was grossly inadequate in cow’s milk and milk 


. products in almost all cases. 


Diarrhoea past or present was a feature in a large majority. 

While in many cases gross signs of vitamin A and B group 
deficiencies (keratomalacia, angular stomatitis, etc.) were seen, 
there was, surprisingly, no florid rickets or scurvy. 

In the fatal cases the liver showed changes varying from fatty 
infiltration to diffuse hepatic fibrosis. 

Explanation is offered for the common clinical features and 
skin changes. 

Blood and/or concentrated serum transfusions aided by a 
suitable diet (half-cream acid milk fortified by casein products) 
proved far superior to other regimes. 


I wish to thank my assistants, Drs. S. Damayanti and D. Isac, for 
their invaluable help, and Lieutenant-Colonel Sangham Lal, Superin- 
tendent of the General Hospital, Madras, and Dr. R. K. Thampan, 
Superintendent of the Women and Children’s Hospital, Madras, for 
permission to publish from their records. 
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The Teviot Committee on Dentistry recommended the institu- 
tion of a scheme for the training of oral hygienists on such a 
scale as would provide an adequate test of their value. After 
consultation with the Dental Board the Minister of Health has 
instituted a controlled experimental scheme. Some ex-R.A.F. 
hygienists will take part, and a limited number of additional 
hygienists will be trained over a period of some three years. 
The Minister requested the Standing Dental Advisory Com- 
mittee to co-operate, and the committee appointed a sub- 
committee under the chairmanship of Mr. Roper-Hall. 
Membership of the subcommittee includes nominees of the 
British Dental Association and of the former Incorporated 


Dental Society and the Public Dental Service Association,’ 


and of the Dental Board, and observers nominated by the 
Ministries of Health and Education and by the Department 
of Health for Scotland. Since the work of hygienists is essenti- 
ally preventive, their training lays special emphasis on the teach- 
ing of oral hygiene. Their operative work is limited to the 
removal of tartar and cleaning of the teeth, and, where directed, 
the topical application of sodium fluoride. The first course, 
for 15 pupils, is being held at the Eastman Clinic, and it is 
proposed that a further course for 15 pupils will start there soon. 
In the light of experience of these courses other centres may be 
opened in the provinces. On the completion of training the 
hygienists will be required to take an examination. Successful 
candidates will be awarded a certificate of proficiency, and will 
then be able to accept posts offered by authorities with the 
Minister’s approval in the public dental service, working under 
the supervision and responsible direction of a registered dental 
practitioner. 
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SECONDARY SYNDROME OF 
CHEMOTHERAPY 
A CASE OF SULPHONAMIDE HYPERSENSITIVITY 
BY 


A. I. SUCHETT-KAYE, M.D.Paris, M.R.C.P. 
Senior Medical Registrar, St. C harles’s Hospital, London, W.10 


Lewi (1949) has grouped a number of cutaneous and 
visceral incidents (ninth-day erythema, toxic rash, agranulo- 
cytosis, nephritis, hepatitis, encephalopathy, etc.) occurring 
in patients during chemotherapy under the name of 
“secondary syndrome of chemotherapy.” This syndrome 
is a clinical expression of an alteration of bodily response 
to certain chemotherapeutic agents resulting in generally 
well-known manifestations of drug-hypersensitiveness. All 
the factors involved in the pathogenesis are not yet fully 
understood, but it is clear that the final clinical picture is 
the resultant of the specific reactions of organs and tissues 
involved. That this is so will be clearly seen from the 
history of the case reported below. 

To simplify the description of the case history the clinical 
facts have been grouped into five stages. It is realized that 
this subdivision into stages is in a way an artificial one, if 
only for the fact that, chronologically, different phases 


overlapped, as will be seen from the dates given with each 


stage. 
Case Report 


A building-labourer aged 41 was admitted to hospital on 
July 31, 1949, suffering from severe dermatitis of his arms, legs, 
and face. There was nothing relevant in his past history ; he 
had never had sulphonamides before, nor had he had any 
allergic reactions. The history of his present illness was as 
follows : Following exposure to strong sunlight on a hot July 
day his face, neck, forearms, and hands became seriously 
burned. He consulted his doctor, who on July 27 prescribed 
sulphanilamide powder for infection prophylaxis ; the powder 
was applied locally to the affected skin for three consecutive 
days. On July 31 the skin condition became unexpectedly 
worse, and the patient was advised to seek admission to hospital. 

Stage I (July 31 to August 10): Sensitization Dermatitis — 
The dermatitis affected only those parts of the skin surface of 
the body which, unprotected by clothes, sustained sunburns. 
The forehead, face, neck, forearms, and hands showed acute 
weeping eczematous lesions with bullae and oedema. There 
was slight pyrexia (99.2° F—37.3° C.), but the general condition 
was unaffected except for exhaustion from lack of sleep. The 
urine was normal, though a trace of porphyrins was found 
on two occasions. Treatment included rest in bed, removal of 
remaining sulphanilamide powder from the skin, lotio glyc. 
plumbi subacetat. in daytime and zinc cream at night. He was 
also given “benadryl” 50 mg. t.d.s., phenobarbitone 4 gr. 
(32 mg.) t.d.s., and intramuscular injections of crystalline 
penicillin (this was discontinued after three days). The response 
to treatment seemed satisfactory. 

Stage 2 (August 4-10): Toxic Erythema.—On the fourth day 
after admission an erythematous rash appeared and spread to 
all parts of the body. The eruption was particularly noticeable 
on the chest, shoulders, and abdomen. No special treatment, 
was prescribed. The rash started to fade after August 10. 

Stage 3 (August 15-20): Bronchial Asthma.—Whilst the skin 
continued to improve, a sudden rise of temperature to 102° F. 
(38.9° C.) occurred on August 15, and the patient complained 
of a sore throat, headache, dry cough, pain in the chest, and 
dyspnoea. Auscultation revealed the presence of rhonchi and 


sibili, and a chest skiagram showed generally streaky lung fields. 
In the evening of August 16 the temperature rose still higher 
(104° F.—40° C.) and the chest symptoms became more pro- 
nounced. The R.M.O. saw the patient and ordered sulphatriad, 
an initial dose of 2 g. being given, followed by 1 g. four-hourly. 


Not unexpectedly, after the fifth dose weeping reappeared on 


the face, neck, and forearms ; and the almost completely faded 
erythema spread and formed in new areas. Asthmatic attacks 
supervened with marked respiratory distress, tachypnoea, wheez- 
ing, and spasmodic cough. Physical signs in the chest were 
consistent with bronchial asthma. A differential white blood 
count showed leucocytosis (26,000 per c.mm.) with pronounced 
eosinophilia (21% eosinophils). 

Stage 4 (August 20-23): Migraine-——Even before August 20 
the patient complained of occasional headache, but now the 
pain in the head and temples became severe, paroxysmal, and 
obstinate, and was accompanied by photophobia and nausea. 
This headache was not unlike migrainous cephalalgia. Examina- 
tion of the central nervous system was negative. 

Before the fifth and final phase of the syndrome appeared 
the patient seemed to progress satisfactorily. He became 
afebrile, the eczema stopped weeping, and the erythematous 
eruption had disappeared and been replaced by fine desquama- 
tion seen on the trunk and limbs. Mild asthmatic attacks, 
however, continued to recur at irregular intervals, but these were 
now easily controlled by adrenaline injections. 

Stage 5 (August 23 to September 7): Periarteritis Nodosa.— 
Haematuria was first noticed on August 23, and thereafter red 
blood cells and leucocytes were found repeatedly in the urine. 
On August 24 the patient drew my attention to painful swellings 
on his legs and thighs. Closer examination showed that they 
were formed by subcutaneous nodules, 0.5-2 cm. in diameter, 
reddish and tender. Scanty at first, they became more numerous 
towards the end of August, at which time nodules in various 
stages of development and healing could be demonstrated. It 
is unfortunate that no biopsy of a nodule could be made ; thus 
no histological verification of periarteritic lesions can be given. 
Clinically, the skin lesions were very suggestive of the condition 
and were like those seen by me in a proved case (Suchett-Kaye, 
1948); they corresponded also to the description given by 
Nicaud (1946). At this stage the patient ran a slight temperature 
(99-100° F.—37.2-37.8° C.), and blood examination showed 
both leucocytosis and eosinophilia of marked degree 
(August 26: white cells, 42,000 per c.mm.—polymorphs 28%. 
eosinophils 57%, lymphocytes 12%, monocytes 3%). 

On September 2 the temperature returned to normal and 
remained so during the rest -of the patient’s stay in hospital. 
On September 9 he was free from eczematous lesions, headache, 
and asthma, and his urine contained only an occasional red 
blood cell. On the lower limbs the subcutaneous nodules 
disappeared and were replaced by a brownish pigmentation. 
over which the skin felt somewhat leathery. This pigmentation 
could still be found six weeks later, though it was much less 
pronounced. 

After his discharge from hospital on September 9 repeated 
examinations showed that the blood and urine were perfectly 
normal. It should be noted in particular that the eosinophilia 
completely disappeared. The patient has returned to his 
normal work. 


Discussion 


What is the mechanism by which sulphonamides are 
capable of producing a sequence of clinical events as 
described in this patient ? So far as the early eczematous 
and erythematous lesions are concerned, there is no 
doubt that the burns caused by solar irradiation contri- 
buted greatly to their onset by facilitating percutaneous 
sulphanilamide absorption. 


The cutaneous sensitization phenomena and other mani- 


festations of sulphonamide hypersensitivity, such as bron- 
chial asthma, migraine (? encephalopathy), blood eosino- 
philia, and periarteritis nodosa, have for some time been 
considered to be due to anaphylaxis and allergy. The 
allergic and anaphylactic factors have come recently into 
prominence through the observations published by Rich 
(1942a, 1942b) and Rich and Gregory (1943). The warning 
given by Rich that repeated administration of a sulphon- 
amide after symptoms of hypersensitivity have appeared 
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carries the danger of producing vascular damage of the 
periarteritis nodosa type was borne out by the present 
case. 


The oral administration on August 16 of a few grammes 
of sulphatriad followed by the alarming signs described 
in stage 3 was of almost experimental value in demonstra- 
ting the abnormal bodily response as seen in anaphylaxis. 
That this should have expressed itself clinically by fever, 
prompt reappearance of the rash, bronchial spasm, eosino- 
philic leucocytosis, periarteritis-nodosa-like skin lesions, and 
haematuria is in complete agreement with observations by 
Rich and many other workers. The way in which sul- 
phonamides act has been clarified by Wedum (1942). He 
suggested that sulphonamides can attach themselves to 
plasma proteins and form antigens capable of sensitizing 
the body specifically. Such a combination of sulphon- 
amides with human serum proteins had been effected in 
the laboratory (Wedum, 1942). 


In recent years attempts have been made to find a com- 
mon pathogenic basis for manifestations of drug hyper- 
sensitiveness and certain haemorrhagic phenomena occur- 
ring during or shortly after specific fevers (for example, 
purpura fulminans in scarlet fever). The search has led to 
the rediscovery of the role of the Sanarelli and Shwartzman 
phenomena in human pathology (Lewi, 1948, 1949 ; Boelter 
and Hatoff, 1949). Alechinsky (1939) has repeated Sanarelli 
and Shwartzman’s experiments and demonstrated that the 
two phenomena are identical and not dependent on allergy 
or anaphylaxis. It is Lewi’s merit to have introduced the 
conception of sanergy (San(arelli) and -ergy, to denote 
reaction) to describe an altered bodily reaction to certain 
drugs and bacterial toxins ; the reaction is thought to be 
produced in a manner similar to that operating in the 
experiments on animals performed by Sanarelli in 1894 
and by Shwartzman in 1927. It seems that the autonomic 
nervous system is the principal mediator in the Sanarelli- 
Shwartzman type of reaction, but the intimate mechanism 
of this mediation is not yet quite clear. The problem 
became more complex when it was realized that allergic 
sensitization may supervene on top of the Sanarelli- 
Shwartzman phenomenon. 


In the above case the clinical manifestations described in 
stages 1 and 2 were undoubtedly due to allergic sensitiza- 
tion ; but, in the light of Lewi’s concept, it could be argued 
that the sulphonamide administered to the patient on 
August 16 acted as a precipitating sanergen, producing in 
a highly sensitized subject a sanergic reaction (the locally 
applied sulphonamide powder was the sensitizing sanergen), 
with such complications as toxic rash, bronchial asthma, 
and periarteritis nodosa. In the absence of histological 
verification of the latter, the existence of sanergic 
periarteritis nodosa is very problematical. 


It is well, however, to bear in mind that in some patients 
receiving chemotherapy (antibiotics should be added) a 
state of sensitization can sometimes be established in 
which further treatment with the same or related com- 
pounds will result in a sanergic, as distinct from anaphy- 
lactic, reaction—that is, in essentially haemorrhagic lesions. 
These would be either of a general nature (Sanarelli), such 
as haemorrhagic purpura, visceral haemorrhagic lesions, 
vascular necrosis, nephritis, etc., or local in extent (Shwartz- 
man), such as skin lesions at the site of application of the 
sensitizing sanergen. In other words, some patients during 
chemotherapy, when certain favourable factors are opera- 
ting, can behave in the same manner as the suitably pre- 
pared rabbits in the Sanarelli-Shwartzman experiments. It 
is hoped that elucidation of these facts may lead to rational 


treatment and especially to prevention of the secondary 
syndrome of chemotherapy. 


Summary 
An unusually severe case of sulphonamide hypersensitivity is 
reported, and its clinical manifestations are described under the 
name of the secondary syndrome of chemotherapy (Lewi, 1949). 
The pathogenic mechanism is discussed with reference to the 
theories of allergy and Lewi’s sanergy. 


My thanks are due to Dr. J. E. M. Wigley pen oa 
management of the patient’s skin condition. 
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ANAESTHESIA FOR CARDIAC 
CATHETERIZATION IN CHILDREN 


BY 


J. ANSTRUTHER SMITH, B.A., M.B., D.A. 
(From the Department of Anaesthetics, Postgraduate Medicai 
School of London, Hammersmith Hospital) 


The use of cardiac catheterization and angiocardiography 
in the investigation of children with congenital cardiac 
defects is increasing rapidly as its value becomes apparent 

It has been considered by us that children under the age 
of 5 and in all probability up to the age of 12, depending 
on their mental development and temperament, require 
an anaesthetic to allow the investigations to take place. 
and it is hoped that this article may be of value to 
anaesthetists when first confronted with this problem. 

The investigation entails the passage of a catheter into 
a vein, usually an antecubital one, and thence into the 
right heart and the vessels arising therefrom, under x-ray 
control. Blood samples are taken for gas analysis and 
pressures are recorded at suitable points. If an angio- 
cardiogram is required the catheter is withdrawn until a 
few inches remain in the. vein, when an adequate dose 
of contrast medium is injected and rapid serial radio- 
graphs are taken of the heart and great vessels. This 
may be done in the antero-posterior position, in either 
oblique position, or, where it is considered necessary, any 
two may be done consecutively. The whole investigation 
/may last from 1} to 2 hours. 

In attempting to devise a safe yet simple technique of 
anaesthesia for these cases certain problems had to be 
overcome: (1) the use of an x-ray plant precludes the 
use of all explosive anaesthetic mixtures ; (2) the technique 
of blood gas analysis necessitates the use of non-volatile 
agents ; (3) the subject, usually cyanosed, is a poor-risk 
patient ; (4) despite this, except in an emergency, pure 
oxygen should not be administered, as the extra oxygen 
dissolved in the plasma may render the gas analysis 
inaccurate ; and (5) the injection of the contrast medium 
may shock the patient. 

When these problems were first tackled rectal bromethol 
(“ avertin”) was used. It was unsatisfactory because even 
with a dose of 0.12 g. per kg. of body weight—the 
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maximum which it was thought safe to give in these cases 
—it had to be supplemented with intravenous thiopentone. 
Rectal paraldehyde was therefore substituted for bromethol, 
but it also had to be supp'emented with thiopentone, and, 
in addition, since it is chiefly excreted by the lungs, it was 
felt that its volatility might affect the blood gas analysis. 

It was now considered that if thiopentone was required 
as a supplement to basal narcosis it might well become 
the primary anaesthetic agent. Rectal basal narcosis was 
discarded and oral pentobarbitone sodium substituted ; the 
technique now used is as follows. 


Technique 

The child is premedicated with atropine, 1/150 gr 
(0.43 mg.), and pentobarbitone. It should be emphasized 
that, the pentobarbitone should be prescribed on a basis 
of weight rather than age, for many of these patients are 
grossly underdeveloped (one child for investigation was 
aged 44 years but weighed 16} lb.—7.5 kg.). The formula 
employed in this series has been approximately 3/5 gr. 
per stone (6 mg. per kg.) body weight. Forty-five minutes 
later the child is taken to the x-ray theatre, where there- 
is an anaesthetic trolley equipped with a laryngoscope, 
endotracheal tubes, and oxygen under pressure. If possible 
there should also be available some form of suction for 
use in an emergency. 

The child is now anaesthetized with thiopentone 5%, 
given slowly enough to avoid respiratory depression. 
Procaine 1% or 2% is injected round the selected vein, 
serving the double purpose of supplementing the anaes- 
thesia and diminishing the risk of venospasm, and the 
catheter is inserted in the usual way. 

From now on anaesthesia is maintained by small divided 
doses of thiopentone through the catheter. Usually 1 ml. 
is sufficient at any time, and the indication for a further 
dose is recognized by some movement of the child’s body. 

A careful watch on the child's pulse, respiration, and 
general condition should be kept at all times, for if the 
investigation is difficult or unduly prolonged the anaes- 
thetist should be responsible for its curtailment. In most 
cases the injection of the contrast medium for angio- 
cardiography leaves the child comparatively undisturbed, 
but occasionally it is accompanied by a brief period of 
respiratory arrest and some degree of surgical shock. 
Should there be a severe reaction the investigation is 
stopped, but otherwise it seems to be perfectly safe to 
allow a second oblique angiocardiogram to be taken if 
required, although it is the practice to wait for half an 
hour to allow the first dose of contrast medium to be 
excreted. 

In a limited number of cases angiocardiography alone 
was performed, and consequently there was no objection 
to the use of a non-explosive volatile anaesthetic agent. 
On these occasions it was found that, with the same pre- 
medication, “trilene” and oxygen administered through 
a Boyle machine produced a safe, smooth, and completely 
satisfactory anaesthetic, which did not appear to produce 
any cardiac irregularity beyond that which might already 
be present. 

Some 40 investigations have been carried out by the 
technique described above. The children have usually 


arrived in the x-ray theatre sleepy or asleep and with 
less cyanosis than normal. presumably due to a lowered 
basal metabolic rate and a reduction in physical activity. 
With one exception their behaviour under anaesthesia has 
been perfectly satisfactory, the exception being a child 
who was known before the operation to be subject to 


attacks of spasmodic coughing with accompanying distress 
and increased cyanosis. An attack was precipitated by 
the injection of the contrast medium, but recovery was 
rapid when oxygen was administered under slight positive 
pressure. In no case has there been any tendency to vomit 
under anaesthesia or any other complication, and the 


investigations have as yet been free from any mortality. 


Medical Memorandum 


Mongolism in One of Twins 


Mongolism is the most frequent growth disorder of 
children, affecting from two to three in every thousand 
births ; the condition is therefore of considerable import- 
ance. The occurrence of mongolism in one of twins, how- 
ever, has very rarely been reported in British literature, the 
last time being by Armstrong (1928), although according 
to Benda (1947) a total of over 80 cases had by then been 
reported in world literature. The case here recorded may 
therefore be of interest. 


Case REPORT 


The twins were born on October 10, 1946, the boy weighing 
6 Ib. (2.72 kg.) and the girl 7 lb. (3.17 kg.). From birth it was 
obvious that the boy had all the typical features of the 
mongoloid. The children were born when the mother was aged 
40, after a gap of 12 years from the birth of a normal baby 
girl. There had been three miscarriages in the intervening 
years. This case illustrates perfectly the thesis by Benda (1947) 
and others before him that mongolism usually occurs towards 
the menopause or after a period of infertility, during which 
there may be miscarriages. 

Treatment.—Benda believes that mongolism is due to hypo- 
function of the pituitary, as previously suggested by Brousseau 
(1928) and others, and thinks that the best treatment is with 
anterior pituitary extract plus thyroid, which has been favour- 
ably reported upon by Timme and others. The present case 
was treated with thyroid extract plus vitamin B from birth 
until the age of 20 months (July 1, 1948), when he was also 
given “antuitrin growth” by injection. He seemed to improve 
immediately ; the stools rapidly changed from small hard pellets 
to normal and he began to lost his lethargy. His weight, which 
was only 15 Ib. 6 oz. (6.97 kg.), began to increase by 1 Ib. 
(0.45 kg.) each fortnight for the first time. During a period of 
one month when the pituitary extract was unobtainable he lost 
weight and interest in food, slept more, the stools deteriorated. 
and lethargy returned. 

When treatment was resumed, so did the improvement. The 
mongoloid appearance started changing so that he looked more 
normal. He took an interest in and played with his toys, he 
became possessive and jealous, his hair improved in lustre and 
texture, the flesh became firm, the skin stopped flaking, the nails 
improved, and the feet broadened. He started to say a few 
words. 

With his spine becoming firm he could first sit up and then 
stand up with support on August 20. He could propel himself 
across the room by November 18, and pull himself upright. 


The family moved in January, 1949, and did not keep up, 


correspondence, so unfortunately I do not know his present 


condition. 
A. R. GRanaM, M.B., Ch.B., D.P.H. 
Barrister-at-Law ; Medizal Officer of Health. 
City of Lancaster. 
REFERENCES 
Armstrong, ec Gram. British Medical Journal, 1, 1106. 
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ORBITONOMETRY / 


An Introduction to Clinical Orbitonometry. By A. C. 

Copper, M.D. (Pp. 125. Paper covers 11s. 6d. Cloth 

14s. 6d.) London: H. K. Lewis and Co. 1949. 
This book describes the orbitonometer (an instrument 
designed to measure retrobulbar resistance), its clinical 
use, and the significance of its readings. In a sense the 
orbitonometer is comparable to Schidtz’s tonometer. The 
eyeball is covered by a special contact shell into which fits 
the end of a pressure gauge. This gauge is held vertically 
between two horizontal bars supported by uprights at the 
outer canthus of each eye. The degree of exophthalmos 
is estimated on the scale, and the resulting axial position 
of the eye when known pressures are applied. 

The degree of displacement of the eye is affected by the 
volume of the retro-capsular space, determined among 
other things by the relation of the size of -the eye to the 
size of the orbit; and by the orbital tension, the com- 
ponents of which are extra-ocular muscle tone, tissue 
consistency, and the degree of fluid expulsion out ag the 
periorbita. 

The author determined normal orbitonometry curves on 
60 normal adults. In the clinical section the orbitonometry 
results of 20 cases of Graves’s disease are discussed, and in 
these the orbital tension was either normal or increased. 
An increase was more evident in eight post-operative cases. 
The curves suggest a mild oedema of the orbital tissues. 
Orbitonometry helps in differentiating the types and in 
assessing a possible progression. 

There is some evidence of increased orbital tension in 
Cushing's disease. Intra-orbital extension from an inflamed 
accessory nasal sinus can be recognized in an early stage 
by a flattening of the orbitonometry curve. The pressure 
of an intra-orbital neoplasm and pseudo-tumour may be 
diagnosed, even in the absence of proptosis, but not by a 
single reading. A neoplasm situated nasally within the 
retrocapsular space affects the orbitonometry result to a 
lesser extent than one on the temporal side ::a neoplasm 
outside the periorbita gives an atypical result. It seems 
likely that orbitonometry is capable of showing at an early 
stage whether the process is stationary or progressive. 

This book is well written and describes a new and 
interesting aid to the differential diagnosis of intra-orbital 
lesions and endocrine disorders affecting particularly the 
thyroid and the pituitary. The summary is given in 
English, Dutch, French, and German, and there is an 
extensive bibliography. The book will interest physicians, 
ophthalmologists, and surgeons engaged in operations on 


the thyroid gland. 
H. B. STALLARD. 


MONOGRAPH ON IRON METABOLISM 


Iron Metabolism and its Clinical Significance. By A. 
Vannotti, M.D., and A. Delachaux, M.D. Translated b 
E. Pulay, M. D. (Pp. 267. £1 12s.) London: Frederic 
Muller. 1949. 
This book is written by two Swiss physicians who have 
been interested in the clinical and experimental study of 
iron metabolism over a number of years. It begins with 
an account of the biological significance and normal ineta- 
bolism of iron. The authors have used a more complicated 
method of studying the serum iron than is customary, 
estimating four separate fractions, A, B, C, and D, of 
which the B fraction corresponds with: the “serum iron” 


of other authors. In the light of their own experiments 
and the results of previous workers they describe iron 
metabolism under pathological conditions and discuss the 
clinical indications and practical considerations of iron 
therapy. 

Although this monograph is “dated 1949, it is in fact a 
translation of the edition originally published in German 
in 1942, with a certain amount of revision in the early 
part of 1948. The classical studies of iron metabolism 
are admirably summarized and the book gives a concise 
and well-balanced account of the subject as it was known 
at the end of the war, but the date of revision and trans- 
lation was a little unfortunate. Considerable advances in 
knowledge have occurred in the last few years and were 
too recent to be incorporated Much new work was 
presented at the Haemoglobin Conference at Cambridge 
in June, 1948, and has since been published as a symposium 
by Roughton and Kendrew. The relation or difference 
between haemosiderin and ferritin is not made very clear. 
Recent developments not mentioned are the estimation of 
the iron-binding protein of the plasma and its degree of 
saturation, and the great increase in iron absorption which © 
can be achieved by the use of diets low in phosphorus. 
Finally, the introduction of preparations of the saccharated 
oxide of iron, which can be given intravenously in unpre- 
cedented doses and which produce colossal rises in serum 
iron, and the claim that large amounts of iron are 
excreted in the sweat, demand a fresh consideration of the 
older literature on the transport and excretion of iron. The 
translation is clear, but Bodley Scott is referred to as Bodley 
and Scott in the text and R. R Scott in the bibliography, 
while Kaznelson is consistently spelt Karnelson. 

L. J. Wirts. 


PROLIX PSYCHIATRISTS 


Synopsis of Psychosomatic Diagnosis and Treatment. By 
Flanders Dunbar, M.D. With the assistance of J. Arlow, 
M.D., R. Hussey, M.D., B. Lewin, M.D., R. C. Lowe, M.D., 

S. Rubin, M.D., E. Schneider, M.D., L. W. Sontag, M.D., 

and members of = staff of the Departments of Medicine 

and Psychiatry, Columbia-Presbyterian Medical Center, 

New York City. (Pp. 501. £1 12s. 6d.) London: Henry 

Kimpton. 1948. 

The pitfalls of terminology have never been better illustrated 
than by the current usage of the word “ psychosomatic.” 
This label, which Dr. Dunbar assures us is now part of 
the layman’s vocabulary, is rapidly coming to denote a 
boundary zone separating “ organic” from “ psychiatric ” 
disease. This restricted application conceals much of the 
significance of psychosomatic medicine. In its full sense 
it represents an approach to the patient and his problems 
entirely different from that taught in the traditional schools 
of medicine ; it is untrue to describe it as a new approach, 
for it has long been practised, albeit unawares, by the 
family doctor. What is new is the attempt to subject it 
to a scientific discipline. This book, which is designed 
to add a psychosomatic postscript to each of the chapters 
in Osler’s Medicine, neglects almost entirely these general 
aspects of the psychosomatic approach. 

After the short and unsatisfactory introduction there is . 
an interesting chapter by Dr. Sontag on the predisposition 
to and the patterns of psychosomatic disease. This is fol- 
lowed by sections on the physiological systems, paying 
particular attention to syndromes such as peptic ulcer, 
ulcerative colitis, rheumatoid arthritis, and essential hyper- 
tension, in which emotional factors are generally believed: 
to be of causative importance. The final chapters deal. 
with predisposition to accidents, industrial medicine, and 


the physical aspects of the neuroses. 
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British 


There is much of great interest in this book, although 
it is doubtful whether a work of 500 pages with a biblio- 
graphy of 432 references can, without me osis, be described 
as a synopsis. To the initiated there is little new, but it 
is unlikely to make many converts. The several authors 
_have achieved a standard aridity of s.yle and a polysyllabic 
uniformity which will support the vulgar suspicion that 
psychiatrists are unable to express themselves in compre- 
hensible language: this is unfortunate, because the book 
.contains much wisdom, Prolegomena, as a heading for 
the final paragraph of the book, illustrates the venanede 
unexpected use of words. . 
R. BoDLEy Scort. 


TECHNIQUE OF OFFICER SELECTION 


The Group Approach to Leadership-Testing. By Henry 

Harris, M.D. With foreword by General Sir Ronald Adam, 

Bart., GC. B., D.S.O., and preface by Brigadier A. Torrie. 

(Pp. 288. £1 Is.) London : Routledge and Kegan Paul. 
This is the first comprehensive account of the methods used 
for the selection of Army officers in the recent war. It is 
written by an enthusiast and lacks the detachment and 
precision which we may expect from the official volume 
which is in preparation. It does, however, convey some- 
thing of the spirit which animated the teams of psychiatrists, 
psychologists, and combatant officers who formed the War 
Office Selection Boards. 

If it is borne in mind that the book represents the views 
elaborated by a combination of technical and non-technical 
persons some of its peculiar features will be better under- 
stood. The author revels in a jargon which will annoy all 
but the most good-humoured of readers. While there may 
be good reasons for having to accept words like Benelux 
and Unesco, it is difficult to forgive the use of imag for 
“immature aggressive personality ” and lots for the “law 
of the total situation.” These are ephemeral terms not 
likely to gain currency outside their immediate context, and 
they do not merit the somewhat pompous significance which 
they are given by the use of this nomenclature. 

This is an extremely individual account which describes 
officer selection as one observer saw it, and which he has 
expressed in his own idiom. For instance, when Dr. Harris 
borrows his analogies from judo it should not be assumed 
that he is expressing a system of ideas which was prevalent 
in War Office Selection Boards. Readers who have an 
interest in selection will, however, gain a great deal from 
this lively description by one who was undoubtedly ex- 
tremely skilful in its practice and who has taken consider- 
able pains to give a very detailed account of the methods 
used by him and his immediate colleagues. 

T. FERGUSON RODGER. 


VASCULAR DISEASE FROM THE SURGICAL 
STANDPOINT 
Surgical Management of Vascular Diseases. By Gerald H. 
Pratt, M.D. (Pp. 496; 181. illustrations. 
£3 10s.) London : Henry Kimpton. 1949. 
The author’s aim is to present a practical guide to his 
‘subject, founded on his long experience of vascular disease. 
The sections on the arterial and venous systems are full 


and contain much useful advice, though some of the con-— 


clusions will not be universally accepted. Fuller follow-up 
information is needed on such procedures as Babcock’s 
operation for aortic aneurysm, and to recommend mor- 
phine } gr. (32 mg.) hourly without some word of caution 
is dangerous, particularly in a book recommended for 
students. More support for diagnosis is sometimes 
required if the procedures advocated are to be carried 


out. A notable omission is venography ; erythrocyanosis 
frigida and the use of protamine in heparin therapy are 
also excluded. 

Arterial hypertension is discussed usefully in a short 
chapter, but the surgery of the heart is described less fully 
(though this section would be useful to students). There 
are chapters on such varied topics as skin grafting, radio- 
active isotopes, and the compensation aspects of vascular 
disease. 

The rather careless style sometimes makes the sense 
difficult to follow, and this fault is not helped by a sur- 
prising number of printing errors. Mention of Percival) 
Pott as “Perc Pott” cannot be passed over, and W. J 
Potts is referred to as Pott, which adds to the confusion 
The commoner operations are described in some detail. 
Although primarily concerned with surgical treatment, the 
pathology and symptoms of many conditions are presented 
in varying detail. The reader will find the book useful 
provided that he remembers, as the preface points out, 
that many of the views expressed are the author’s own, 


Cepric J. LONGLAND 


Practical Biochemistry for Medical Students, by -G. T. Mills, B.Sc., 


Ph.D. (foreword by J. N. Davidson, M.D., D.Sc.; pp. 244; illus- 
trated; 15s.; Glasgow: John Smith and Son), is designed to 
provide a collection of experiments that illustrate the general proper- 
ties of the biological materials the medical student will meet with and 
to familiarize him with the analytical procedures applied to such 
materials. The methods described are simple, the tests are familiar. 
well established, and well described, and theoretical explanations are 
reduced to a minimum. The four plates include one in colour of the 
absorption spectra of haemoglobin derivatives; this does not, how- 
ever, indicate the wavelengths of the various bands shown. The 
text is printed on one side only of the page, which has advantages 
but may tempt the hasty worker to forgo the use of a rough 
note-book. 


BOOKS RECEIVED 
Review is not precluded by notice here of books recently received 


> emmongd Radiology. By G. Claessen, M.D. Foreword by J. W 
aren. (Pp. 411. 60s.) London: William Heinemann. 1949. 


Medical Diseases of the Kidney. By J. F. A. McManus, M.D 
(Pp. 176. 42s.) London: Henry Kimpton. 1950 ~ 


Biology: An Introduction to Medical ana Other Studies. 
By P. D. F. Murray, M.A., D.Sc. (Pp. 600. 25s.) London: 
Macmillan. 1950. 


The Cytology and Life-History of Bacteria. By K. A. Bisset, 
Ph.D. (Pp. 136. 18s, 6d.) Edinburgh: Livingstone. 1950. 


Oxidation-Reduction Potentials in Bacterio and Biochemistry. 
By L. F. Hewitt, B.Sc. F.R.LLC. 6th (Pp. 215. 20s.) 
Edinburgh: Livingstone. 1950. . 


Diseases of the Aorta. By N. E. Reich, M.D., F.A.C.P. (Pp. 288. . 


56s.) New York: Macmillan. 1949, 


Conférences Cliniques de Rhumatologie Pratique. 2nd series. 
By F. Francgon. (Pp. 368. 1,460 francs.) Paris: Vigot. 1949. 
Choc Traumatique. By J. -Creyssel and P. Suire. (Pp. 340. 
95.) francs.) Paris: Masson. - 1949. 


La Mesoaortitis Luética. By A. del Cafiizo y Garcia and J. 
del Cafiizo Sudrez. (Pp. 26. No price.) Barcelona: Ediciones Byp 
1950. 


La Placenta Previa Su Tratamiento. By A. S. Ibdiiez. 
(Pp. 394. No price.) Barcelona: Ediciones Byp. 1949. 


Die Peri und Schmerzausschaltung. 
By A. Fleckenstein. (Pp. 92. © price.) Frankfurt-on-Main: 
Dietrich Steinkopff. 1950. 
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THE G.P. AT THE CROSSROADS 


The amount of money being spent on_ hospitals, 
specialists, eyes, and teeth obscures the most impor- 
tant problem of modern medicine—the status of general 
practice. General practice is at the crossroads. The 
general practitioner sees himself being elbowed out of 
the hospital, finds himself more isolated than ever before 
from his colleagues in specialist and consulting practice, 
is plagued with paper work, and sees little prospect of 
obtaining those pleasant conditions of work so allur- 
ingly offered to him by the propagandists for the 
National Health Service during the years before July, 
1948. In the absence of hard constructive thinking and 
action flowing from it there is a grave risk that general 
practice will deteriorate and cease to attract into its ranks 
a goodly proportion of men and women of first-class 
ability—the men and women who set the high standards 
for others to follow. It is infinitely harder to be an able 
general practitioner than to be an able specialist. Yet 
in the N.H.S. the bait is set to attract the latter and 
almost to repel the former. Modern medicine has put 
in the hands of the general practitioner a wide range of 
exact diagnostic techniques and an armoury of powerful 
drugs. To be able to use these in the conditions of 
general practice calls for higher qualities and a greater 
resourcefulness than are required in any other branch 
of medicine. Yet peculiarly little is being done to face 
these problems squarely or to try to determine con- 
sciously the direction general practice shall take. Stand- 
ing at the crossroads, the general practitioner may by 
turning in one direction become little more than a medi- 
cal orderly, or by turning in another direction may be 
tempted to become a half-fledged specialist. If he is to 
go forward to occupy the most responsible position in 
the practice of medicine fully equipped and with con- 
fidence in his high calling, he must pause and take stock 
of a situation which in the view of many shows signs 
of rapid deterioration. 

An attempt to establish some of the facts of the situa- 
tion is made in this week’s Lancet by Dr. Joseph S. 
Collings, an Australian doctor who has worked in 
various practices in New Zealand and also as a medi- 
cal officer of health in Canada. He is now a research 
fellow in the Harvard School of Public Health in the 


U.S.A. About a year ago the Nuffield: Trustees gave 
him a gramt to study general practice in England and 
Wales. What he observed and the deductions there- 
from now appear in a document containing nearly 
40,000 words, an advance proof of which was kindly 
submitted by the Editor of the Lancet to this Journal. 
To conduct a one-man survey of general practice is a 
formidable and one might say almost impossible task. 
Dr. Collings has come in our midst as, so to speak, a 
field anthropologist. He has studied the natives and 
their curious habits, and the picture he draws is depress- 
ing in the extreme. “ My observations,” he states, “ have 
led me to write what is indeed a condemnation of genera] 
practice in its present form.” But he goes on to say 
that they have also led him to recognize the importance 
of general practice. In a survey such as Dr. Collings 
has attempted method is all important. If his observa- 
tions. are to have any validity, if any. worth-while deduc- 
tions are to be drawn from them, then the mirror he 
holds up must reflect a reasonably faithful picture of 
general practice in this country in 1949. While one 
must admit the obvious sincerity of Dr. Collings and 
the conscientious way in which he studied his field 
material, one must state flatly that the picture he gives 
of general practice in England to-day is inexact and 
unfair. 

Dr. Collings’s method of investigation will simply not 
hold water. He has collected a few facts interesting 
in themselves, and from these has made the widest of 
generalizations. With the help of such advisers as 
regional medical officers, consultants, and medical 
officers of health he selected 55 English practices for 
his study. Sixteen of these practices were classified as 
industrial, 17 as urban residential, 8 as rural towns, 
and 14 as isolated rural. About 30 of the 55 practices 
were run single-handed and the rest by partners or by 
partners and assistants. The practices examined were 
in the North, the North-west, and the South of England, © 
and none in London. Dr. Collings also investigated a 
few practices in Scotland. From his observations of 
the work of 104 doctors he draws deductions which he 
applies to the 20,000 principals practising in this country 
and to their approximately 3,500 assistants. His method 
of study was as follows. He spent from one to five days 
“ sitting in on” the work of each practice. Dr. Collings 
describes this “ sitting in on” as varying “ from sitting 
quietly in a corner trying to efface myself, while the 
doctor in an embarrassed and artificial way attempted to 
conduct his consultations, to a nearly complete identifi- 
cation with the doctor’s work and behaviour.” He also 
went on the doctors’ rounds with them, sitting in the 
car or talking to the relatives or on occasion joining in 
the consultation. Dr. Collings is satisfied that “a fair 
and representative sample of general. practice under the’ 
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various environmental conditions was obtained.” This 
satisfaction is unlikely to be shared by anyone else. 

Dr. Collings, who began his study in the second half 
of 1948, focuses attention on three factors: the doctor, 
the doctor’s working environment, and the general social 
environment. In the industrial practices he looked at 
he found the surgeries most unsatisfactory—“ usually 
located in what was once a shop, or a residence above 
a shop, or in the downstairs rooms of a house: tenanted 
by some person who takes care of the surgery or occa- 
sionally by the doctor himself.” He found the waiting- 
rooms too small, cold, and inhospitable. The equip- 
ment in the consulting-rooms varied “from satisfactory 
to dangerously poor—with too many approaching this 
last category.” In several of the surgeries he visited 
there were no examining couches and no filing cabinets. 
On the basis of these and other depressing observations 
of 16 industrial practices Dr. Collings passes with sur- 
prising ease to the conclusion that “it is necessary to 
recognize the unsatisfactory nature of the doctor’s 
workshop in an average industrial practice.” (Our 
italics.) 

There must be several thousand industrial practices in 
England and Wales, and yet Dr. Collings is prepared 
to condemn them on the basis of spending between one 
and five days in each of 16 industrial practices in three 
different areas of the country. He is just as critical of 
the doctor’s methods of work as he is of his surgery. 
“I have rarely seen,” he writes, “ what could be termed 
a thorough abdominal examination made in an industrial 
practice.” Speaking about obstetrics, he observed: 
“The few who continued to dabble in midwifery were 
mostly considered by midwives and other responsible 
observers to be a menace, and from what I saw of the 
antenatal work of some of them I can endorse this 
opinion.” (Our italics.) Dr. Collings considers that 
in industrial areas general practice “ has reached a point 


‘where, despite the efforts of the most conscientious indi- 


vidual doctors, it is at the best a very unsatisfactory 
medical service and at the worst a positive source of 
public danger.” He summarizes his principal observa- 
tions on the scope of work in industrial practice and 
then goes on to state: “The important point is that 
this form of practice constitutes the pattern for most 
industrial areas, and that the pattern is accepted by doctor 
and patient alike.” Dr. Collings has done no more than 
summarize what he found after a very brief acquaintance 
with 16 industrial practices. To go beyond this to the 
above generalization is both unscientific and unjustifiable. 

Dr. Collings seems on the whole to have thought a 
little better of the 22 rural practices he examined. The 
surgeries were pleasanter places. The country doctor 
had more time to examine his patients and came to 
know them more intimately. The practitioner in the 


rural towns had the advantage of working in a cottage 
hospital. Dr. Collings criticizes the rural doctor for the 
paucity of his equipment ; in particular he noticed that 
very few of them owned a microscope. Some idea of 
the naivety of Dr. Collings’s approach is afforded by the 
way he looked at the men he was investigating. “ During 
my study,” he writes, “I met and worked with some 
men who could be graded, on an absolute standard, as 
first-class.” (Our italics.) One is not told what the 
absolute standard is, and it is not unfair to assume that 
it is something in Dr. Collings’s mind. Trying to classify 
the doctors in the 22 rural practices he examined, he 
states that “from the strictly technical standpoint many 
of them were ‘bad.’” Then he goes on to say this: 
“However, I worked with some who, though regarded 
as ‘good’ by both the profession and the public, were 
in fact ‘bad’ in absolute terms.” (Our italics.) The 
same misuse of words crops up in his description of 


- doctors working in urban residential practices. “ Again,” 


Dr. Collings writes, “except where in absolute terms he 
qualifies as a ‘ good ’ doctor, I have seldom observed that 
the more abundant equipment carried by the urban-resi- 
dential practitioner has been put to much significant 
use.” (Our italics.) It is pertinent to ask who has laid 
down these absolute standards and absolute terms. It 
seems, indeed, as if Dr. Collings in his earnest pursuit 


of truth has made himself the measure of medicine. He » 


really seems most reluctant to find a good word to say 
for those who patiently subjected themselves to his 
scrutiny. 

“In the final analysis present-day rural practice,” he 
says, “remains an anachronism, though one which has 
retained many of the virtues of the past.” Urban practi- 
tioners “representa rather unhappy compromise between 
the two extremes ”—that is of country and industrial 
practice. Though Dr. Collings found the urban surgeries 
better equipped and better appointed, “they were func- 
tionally almost as unsatisfactory as their industrial-area 
equivalents.” Dr. Collings’s reluctance to admit that 
there might possibly be something good in general 
practice in England is almost painful to observe. After 
describing a country-town practice in which three part- 
ners looked after about 10,000 patients he concludes 
thus: “Bad as this account sounds, and bad as the 
practice in fact was, in terms of human kindliness these 
doctors were doing a job of ‘family doctoring’ which, 
in contrast with what goes on in the industrial areas, 
must be considered good.” Dr. Collings claims, of 
course, that he has concerned himself not with collect- 
ing examples of error but with causes and predisposing 
factors. The errors he records—and we have his word 
for it that they were errors—he regards “as merely 
symptoms of the chronic illness of general practice 
to-day.” 
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In trying to assess the effect of the N.H.S. Acts 
Dr. Collings concludes that they have done little “to 
upset the status quo of general practice.” He thinks 


- that the worst thing about the capitation method of 


payment is that it puts a premium on quantity rather 
than on quality of work. But he found no evidence that 
it has any bad effect on the doctor-patient relationship. 
Of the indirect implications of the Act on general prac- 
tice he finds that the most important is the new emphasis 
given to hospital and specialist services. “The greatest 
single threat,” he writes, “to the future of general prac- 
tice is the gap between the general practitioner and the 
specialist. This gap has been widened by the impetus 
given by the Act to hospital development, and the simul- 
taneous neglect of general practice as an issue of policy.” 
None of the hospital authorities he interviewed seemed 
to show any interest in or understanding of the prob- 
lems of general-practice. According to Dr. Collings the 
future of hospital development is being looked upon as 


something entirely separate from the general practi- 


tioner. In relation to general practice he found that 
the senior administrative medical officers could not see 
anything beyond their determination to eliminate the 
G.P. surgeon. He found that the upgrading of smaller 
hospital units implied the exclusion of general practi- 
tioners from the staff. He observed, in fact, a bias 
against “any G.P. who shows a particular interest, and 
attempts to develop a particular skill, in almost any 
branch of medicine.” One consequence of this bias 
against the general practitioner was, he found, that many 
long-established G.P.s who had sons in medicine were 
encouraging them to take up some specialty and not, 
as they had hoped, to succeed them in practice. “ They 
were moved to this decision,” Dr. Collings writes, “ not 
by financial dissatisfaction or fears of bureaucratic con- 
trols, but because they foresaw a limitation of the scope 
of the G.P.’s work and responsibility.” This is a sound 
point to make. 

If there is much to criticize in Dr. Collings’s report, 
there is also much to.praise. He makes the interesting 
suggestion that instead of considering how far we can 
build up hospital and specialist services we should con- 
sider how far they can be dispensed with. He starts 
from two premises: “ (1) that as many people as possible 
should be kept out of hospitals—whether as in-patients 
or as out-patients; (2) that the medical care of the 
patient should be integrated not fractionated.” In his 
view the general practitioner should be the co-ordinator 
of a team of doctors, nurses, social workers, and techni- 
cians. This co-ordinated teamwork would be carried 
out by what he calls “ basic group-practice units.” ‘These, 
he considers, could be developed quickly and become the 
nucleus of future health centres. The general practi- 
tioner is the one person who can give the patient some 


continuity of care, and this is something which is in 
danger of being interrupted by the present stress on 
specialist and hospital treatment. 

Dr. Collings finds that the practitioners in Scotland 
and in New Zealand have more responsibility and so 
are in a better position than their English colleagues. 
He stresses the point that in New Zealand the primary 
responsibility for medical care rests with the general 
practitioner. He notes, too, that in New Zealand the 
G.P. is the specialist in normal midwifery. At a 
moment when this is a matter hotly discussed in this 
country Dr. Collings puts thecase for general-practitioner 


_ midwifery extremely well: “If ‘family doctoring’ is 


to mean anything, to be worth anything, and to be an 
attainable goal, the G.P. must be the midwife.” And he 
goes on from this to point out that the New Zealand 
G.P.s “are proud of the babies they deliver, and they 
watch their development with interest.” Because of this, 
he says, it would be difficult to justify the development 
of paediatrics as a specialty in New Zealand. 

It has been possible here to touch upon only a few 
of the points raised in the interesting but highly ‘tenden- 
tious survey made by Dr. Collings of general practice in 
England and Wales. Backed by the authority of the 
Lancet it will probably be widely quoted and mis- 
quoted. The opponents of the National Health Service 
will ascribe to it those bad conditions which Dr. Collings 
finds, even though he himself is at pains to point out that 
his collection of errors results not from the N.H.S. but 
from the nature and conception of general practice as 
conducted in Britain to-day. 

What.we must ask ourselves is whether Dr. Collings’s 
limited experience of only 55 general ‘practices is a true 
reflection of the whole of general practice. The answer 
is obviously “ No.” And it is most regrettable that he 
has attempted to generalize from so few particulars. If 
the conditions he describes were in fact general then the 
health of the people of this country would be in a bad 
way. But in spite of the most appalling strain and diffi- 
culties we have been through since 1939 the health of 
the people has been maintained and in many respects 
improved. The publication of Dr. Collings’s report will 
do at least one good thing. It will focus the medical 
spotlight on to general practice. General practice is 
the crucial medical issue of the day—not hospitals or 
consultants or specialists or spectacles or dentures. The 
N.H.S. is weighted heavily in favour of the specialist and 
the hospital. There has been astonishingly little emphasis 


on preventive medicine and the part the general practi- 


tioner may play in this. The general practitioner must 
find his way into the hospitals of this country as easily 
as he finds his way into the homes. If he is to be in the 
real sense a family doctor he should get back to his old 
position of command in midwifery. New drugs and 
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techniques now make it possible for the general practi- 
tioner to treat at home cases which were previously 
treated in hospital. This should enlarge the G.P.’s 
interest and responsibility and diminish the pressure on 
hospital beds. The work of general practice must go 
forward, not back. Dr. Collings’s report, inadequate 
anid misleading as it is, should set us all thinking afresh 
about this urgent matter. It is much to be hoped that 
some organization will now set on foot a systematic 
investigation into the conditions of general practice so 
that a true picture may be obtained and a sound basis 
laid for constructive thought and action. General prac- 
tice should be made the most attractive of any career 
in medicine. It offers a richer experience of human 
nature than any other calling, and a greater opportunity 
for satisfactory achievement. Yet to-day the young 
doctor is turning away from it and the old doctor is 
beginning to despair of it. Causes of this must be quickly 
determined and quickly remedied if medicine is to 
remain a profession and not become just a mere 
assortment of technica] skills. 


DEBATE ON HEALTH ESTIMATES 


The debate on the Supplementary Estimates on March 14 
was introduced by a motion which in effect criti- 
cized the Chancellor of the Exchequer for not see- 
ing that the Departments followed his instructions to 
curtail expenditure for the current year. In last week’s 
Journal our special correspondent gave an instructive 
analysis of the rapid increase in the cost of the Health 
Service since the initial estimate was made in 1946, 
and this subject was the principal focus of interest 
in the House of Commons debate. Sir Stafford 
Cripps in defending the Supplementary Estimate 
for the Health Service said the question he was 
asked was this, “How did I, as Chancellor of 
the Exchequer, come to pass such an Estimate and 
how can I justify the extra £98 million that will have to 
be spent by the end of the year ?” He pointed out that 
the largest item was the cost of hospitals and specialists. 
He claimed that there had not been time for an adequate 
review of the hospitals grouped for the first time under 
management committees and that in many cases there 
were no satisfactory accounts upon which estimates 
could be based. It had turned out that the manage- 
ment committees and regional boards had under- 
estimated and not overestimated their expenditure. It 
was the revised Estimate made in June, 1949, which 
accounted for the increase of £50 million for the hospital 
and specialist services. Included in this item was £10 
million more than had originally been assessed for 
the payment of the Spens awards to specialists. The 


pharmaceutical, dental, and supplementary ophthalmic 
services between them accounted for an excess of about 
£45 million. The Chancellor warned that there was a 
limit to the speed of the development of the N.H.S. and 
concluded that the Estimates for the coming year must 
be “a ceiling beyond which we must not be carried 
by new developments or extensions of existing services 
which cannot be provided out of ascertained economies 
in other directions.” He hoped that in the control of 
hospital expenditures there would be a closer association 
between the Ministry of Health, the management com- 
mittees, and the regional boards. Mr. Fred. Messer added 
point to what the Chancellor had said by remarking 
that one management committee had underestimated to 
the extent of £40,000. In saying that there was need for 
expansion he supported this by observing that no fewer 
than 10,000 persons with tuberculosis were waiting to be 
admitted to sanatoria. Mr. Messer will find ready agree- 
ment in the medical profession with his criticism that 
hospitals cannot be dealt with under the Treasury system 
of finance, which, once a Budget has been passed, makes 
it impossible for an unspent balance to be carried for- 
ward into the succeeding year. As he put it, “ The 
methods of Treasury finance can be an inducement to 
wasteful spending. . . .” 

Dr. Charles Hill followed the custom of the House 
in couching his maiden speech in moderate and non- 
controversial terms. He stressed that the people of this 
country were anxious that the N.H.S. should be “a 
resounding success,” thus echoing the observation made 
by the then Chairman of Council in a letter to The Times 
in June, 1948, who said then that the medical profes- 
sion would do its utmost to make the Service “a 
resounding success.” Dr. Hill pointed out that what 
was of particular significance in the hospital costs was 
that about 95% was for day-to-day expenditure 
and only about 5% for capital expenditure. He agreed 
with the Minister’s intention to allow the highest possible 
measure of local responsibility but saw that the difficulty 
to be resolved was how to reconcile this with central 
financial control. He welcomed the Minister’s decision 
to allocate money not to particular hospital manage- 
ment committees but to regional hospital boards. 
Dr. Hill considered there was bound to be a sub- 
stantial increase in hospital expenditure, and he could 
see within the next few years an increase of £100 million 
or even £200 million on hospitals. He believed that the 
amount to be spent on the Health Service should be 


pre-determined. The public, he thought, “ recognizing 


the element of State provision,” might then return “ to 
that old and friendly and supporting attitude towards 
the hospitals of this country.” Grants-in-aid might be 
made available for dental treatment of those outside 
the priority groups. Dr.- Hill referred briefly to 
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the relation between the cost of the general practi- 
tioner services and that of the dental and ophthalmic 
services. He said that this was not the occasion to refer 
to general practitioners’ remuneration, “ which in some 
ways needs improvement.” The margin between the 
remuneration of general practitioners and specialists 
needed to be narrowed. Dr. Hill’s speech, which is 
given in full elsewhere in this issue, was listened to 
attentively by both sides of a full House of Commons. 

Mr. Aneurin Bevan, the Minister of Health, in defend- 
ing the Supplementary Health Estimates pointed out that 
since 1946 hospital costs in, the U.S.A. had gone up 40%, 
in Sweden 50%, and in England and Wales about the 
same. He observed, too, that the costs of the Royal 
Masonic Hospital had increased by 55.8% from 1946 
to 1948 and those of King Edward VII’s Sanatorium— 
“another excellent institution outside the Health Ser- 
vice”"—had gone up by 69.4%. He made an attack 
upon proprietary medicines, with the idea presumably 
of blaming these for part of the increase in the Supple- 
mentary Estimates. Mr. Bevan, however, omitted to say 
that the big pharmaceutical firms in this and in other 
countries do out of their profits maintain and staff first- 
class research laboratories which make a highly impor- 
tant contribution to the discovery and use of new and 
powerful remedies. 

The national bill for maintaining health and treating 
disease shows an inevitable tendency to rise by leaps 
and bounds each year even though the conditions of life 
of the people are in these days of full employment better 
than they were before. The ordinary citizen who has to 
make ends meet out of what he earns may reflect that 
the State now in control of such vast funds should try to 
do the same. The medical man, unversed in economics, 
may nevertheless see some force in the observation of 
the expert economist who concluded in the special article 
in the Journal of March 18 that the most equitable and 
effective way of making economies would be to impose 
a charge throughout the Health Service. This is a prob- 
lem for the Chancellor, the Treasury, and a Govern- 
ment which may soon once more have to woo the 
electorate. 

In reading the account of the debate else- 
where in this issue medical men and women should note 
in particular observations made by two Labour spokes- 
men. Mr. Baird remarked, “I believe that in the long 
run the best way of saving money on the health services 
is to set up a fully salaried medical service. Until we 
do that we cannot get the efficiency necessary for a 
service such as this. Even though the Act is on-.the 
Statute Book I believe that the ultimate aid [sic; ? aim] 
must be a fully salaried service for the Health Service.” 
Mr. Somerville Hastings said, “ There is one other way 
where money might be saved and efficiency ensured— 
with regard to the specialists working in the hospitals. 


If more full-time specialists were employed there would 
be less travelling time to pay for.” 
have reminded the medical profession of what is -prob- 


ably still the policy of the Labour Party—the introduc-: 


tion of a whole-time fully salaried Service. This is a 
matter which the medical profession must not overlook, 


so that if the time should come when a Government: 


might seek to introduce it they should be fully prepared 
to meet it with reasoned argument. 


EPILEPSY 


Epilepsy first attracted interest in the fifth century B.c.. 
when Hippocrates or one of his school wrote the treatise 


On. the Sacred Disease,’ but there was a period of some 


1,500 years between the Galenic writings of the second 
century A.D. and those of Willis in the seventeenth 
century? when dogma repeated from generation to 
generation displaced observation and retarded the 
growth of knowledge. In the nineteenth century the 
work of Gowers*® and Hughlings Jackson‘ delineated 
the clinical picture of epilepsy in its different forms 
and explained the physiological mechanisms under- 
lying the disorder. A further method of study was pro- 
vided by Berger’s® discovery that the electrical potentials 
of the brain could be recorded, and by the development 
of electroencephalography from Adrian’s* pioneer work. 
But the problem of epilepsy remains partly unsolved, as 
Dr. Denis Williams shows i in his paper in this number of 
the Journal. 

The constitutional factor is of considerable importance 
in the development of epilepsy, not only in the idiopathic 
disease but in symptomatic epilepsy also. This is shown 
in cases of anaesthetic convulsions’ and eclampsia,* and 
probably in epilepsy associated with head injuries, 
cerebral tumours, and infections. Yet it is not clear 
why many potential epileptics (as indicated by E.E.G. 
abnormalities) do not develop clinical epilepsy. Of the 
first-degree relatives of epileptics 54% were found® to 
have abnormal E.E.G. records, compared with 6% of 
a control group, but only about one in four of these 
persons had attacks of epileptic nature. Another 
anomaly is the slight relationship between the number 
of larval attacks in the E.E.G. and the number of 
clinical epileptic attacks. Some patients have com- 
pletely normal E.E.G. records between attacks, while 


1 The Genuine Works of sac vol. 2. Sydenham Society, London. 


2 Holmes, G., British 
3 Gowers, Ww. R., Epilepsy and Other Chronic Convulsive Disorders, 1901. 


London. 
‘ of John Jackson, edited by J. vol. 1, 


1931 
5 Berger, H., Arch. Psychiat. 1929, 87, 
Adrian, E. D., and Y Brain, 11935, 58, 3 323. 


7 Williams, D., ‘and Sweet, W. 1943, 00, 208. 
Lennox, W. G., Gibbs, E. L., and F.A., i 1940, 44, 1158. 
Charles, British nal, i348 1, 534 


62, 
12 Gowers, Sir William, ‘orderland of Epilepsy, 1907, London. 
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in others there are very frequent epileptic outbursts in 
the E.E.G. and only rare clinical attacks. 

Traumatic epilepsy presents a comparable problem. 
After a penetrating wound of the brain there may be 
an epileptic discharge apparently limited to the site of 
the injury, and it is in this group that operative removal 
of the scar gives the most promising results. Williams 
draws attention to the more complex problem of the 
patient who, aftcr a severe focal. brain injury, develops 
E.E.G. abnormalities of epileptic nature which arise 
diffusely throughout both hemispheres at points remote 
’ from the site of injury. He finds that this diffuse change 
takes from two to’six months to develop after the injury. 
Removal of damaged brain tissue at the time of injury 
greatly reduces the likelihood of this type of abnormality 
occurring, but excision of the cerebral scar after it has 
developed is often ineffective in controlling the epilepsy. 
Something has happened to the whole brain, apparently 
as the result of a localized injury, to make it an epileptic 
brain. This development occurs in a minority only of 
patients with traumatic epilepsy ; at least 25% of patients 
with the condition have a normal E.E.G. between clinical 
seizures. 

These observations have prompted Williams to put 
forward a new view about the spread of the epileptic 
discharge. He suggests that two factors are involved— 
a predisposition to epilepsy, which in many cases is 
inherited, and an anti-epileptic factor which tends to 
prevent the spread of the epileptic discharge. This con- 
cept would also explain the fact that in some patients 
epileptic phenomena may remain strictly localized, as in 
the involuntary movements of one side of the face or 
one hand in epilepsia partialis continua, while in others 
a fit starting with focal phenomena rapidly becomes 
generalized and is accompanied by loss of conscious- 
ness and convulsive movements of the whole 
body. 

A common practical problem is that of the patient 
who has one or possibly two convulsive attacks, some- 
times in response to a definite stimulus. Although in 
rare instances convulsive movements may occur in 
syncope,*® in the great majority of cases these isolated 
attacks are epileptic. Kershmann’’ has studied 66 
patients of this type, who had from one to three 
attacks, and in all there were abnormalities in the 
E.E.G.—of three per second wave and spike type in 
33%. To avoid the social implications of the diagnosis 
of epilepsy he has suggested that these attacks should 
be called “encephalo-syncope” or “larval cerebral 
seizures,” but admits that if attacks become more fre- 
quent the diagnosis of epilepsy must be made. This 


suggestion seems unfortunate, particularly in its use of 
the word “syncope.” Already the term “ vaso-vagal 
attack” has two distinct meanings: the characteristic © 
but rare type of attack described by Gowers,'? and the 
common fainting or syncopal attack. If “syncope” is 
sometimes to mean a fainting attack and sometimes, with 
the prefix “encephalo,” a major epileptic attack, there 
will be even more confusion of thought than there is at 
present. These isolated convulsive attacks are epileptic 
and should be regarded as such. 


THE GRANNY RACKET 
Mr. Harold E. Stassen, who is the President of the Uni- 
versity of Pennsylvania, claims to have made an inten- 
sive study of the National Health Service in Britain. 
Some of his conclusions he sets forth in two articles in 
the Reader’s Digest for February and for March. The 
first appears under the title “Never Ever Never,” and 
the second under the charmingly alliterative title 
“Granny is Gone.” His first article begins by record- 
ing a conversation he had with a Scottish doctor “ tall 
and lean and angular. His thin face, topped by a thatch 
of black hair, gave the impression of that combination 
of strength and character and of kindness often noted 
in his countrymen.” The Scottish doctor went on thus 
to Mr. Stassen: “‘I am deeply disturbed,’ he said in 
strong sincere tones, ‘by the unmistakable fact that I 
am not taking as good care of my patients as I did 
before.’” The reader of this widely circulated periodical 
will of course be encouraged to believe from this that 
every British doctor is thinking and saying the same 
kind of thing. Mr. Stassen brings his little article to an 
end by observing that in the first year of the operation 
of the British National Health Service the death rate 
went up rather sharply. “But it does seem,” he writes, 
“that the additional tomb stones in the British cemeteries 
—72,125 more than in the year before the National 
Health programme went into effect—are a grim signpost 
on which we can read ‘Never take this road for a 
National Health Programme.’” His second contribution 
to thought begins with the story of a woman aged 62 
with lobar pneumonia who died because she cotild not 
be admitted to hospital. He suggests that the break- 


down in hospital and medical care for the aged “is 
probably the principal cause for the startling jump in 
Britain’s death rate in the first quarter of 1949.” 
Already this Journal is receiving letters from America 
asking whether all these things are true. 
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Since July, 1948, large numbers of doctors, journalists, 
business-men, and politicians from the United States 
have come to this country to find out how the National 
Health Service is working, some of them, we fear, 
with the idea of finding out everything bad about it so 
that they can make their compatriots’ flesh creep when 
they go home. As against this there have been pub- 
lished in the U.S.A. many thoughtful and objective 
accounts of the operation of the medical services under 
the N.H.S. Acts. Any scheme so vast as the N.HLS. is 
bound to be full of imperfections. No one would deny 
that there is plenty to criticize in it or that it will be 
a long time yet before it is working smoothly and 
efficiently. 

In this week’s issue Sir Heneage Ogilvie takes up the 
cudgels on behalf of British medicine when he gives the 
retort courteous to Mr. Stassen. “The really vital ques- 
tion,” he said, “is not whether the State takes part in 
the future development of a medical service, but, if and 
when it does so, what part it will take.” This is the 
question, he considers, which confronts the American 
medical profession to-day. This is the problem, and it 
will not be solved by starting bazaar rumours of the 
wicked things allegedly held to be happening in Britain. 
As Ogilvie points out, the American medical profession 
has the unique advantage of being able to study such 
human experiments as are now being made in Britain. 
We hope that they may learn from our successes as well 
as from our mistakes, and in avoiding the latter will hit 
an “all-time high” in the organization of medical 
services. 


FELLOWS OF THE ROYAL SOCIETY 
The following were among those elected to the Fellowship 
of the Royal Society on March 16: Boris Petrovitch 
Babkin, M.D., D.Sc., LL.D., F.R.S.C., physiologist, McGill 
University, Montreal, Canada ; distinguished for his work 
on secretion by the digestive tract and on conditioned 
reflexes. William Joseph Elford, B.Sc., Ph.D., biophysicist, 
National Institute for Medical Research, London ; distin- 
guished especially for his researches on viruses, particularly 
on methods of determining virus size. Cecil Arthur Hoare, 
D.Sc., protozoologist to the Wellcome Laboratories of 
Tropical Medicine, London ; distinguished for his work 
on parasitic protozoa, especially the trypanosomes. 
Richard Alan Morton, Ph.D., D.Sc., F.R.LC., professor 
of biochemistry, University of Liverpool ; distinguished for 
his studies on the chemistry and biochemistry of the fat- 
soluble vitamins. Richard Julius Pumphrey, Ph.D, Sc.D., 
professor of zoology, University of Liverpool ; distinguished 
for his researches on the sense organs and central nervous 
system of animals, particularly for his work on hearing in 


insects and man. Henry Edward Shortt, C.1.E., D.Sc., M.D., 
D.T.M.&H., head of the department of parasitology, 
London School of Hygiene and Tropical Medicine ; distin- 
guished for his work on protozoal diseases. Maurice 
Stacey, Ph.D., D.Sc., professor of chemistry, University of 
Birmingham, ‘distinguished for his researches in organic 
chemistry, especially his studies of the carbohydrates of 
animal tissue and of micro-organisms. Richard Lawrence 
Millington Synge, B.A., Ph.D., biochemist, Rowett Re- 
search Institute, Aberdeenshire; distinguished for his 
application of the principle of partition chromatography 
to the separation of amino-acids and peptides. 


THE QUEEN F.R.CS. 


The medical profession was highly honoured this week 
when Her Majesty the Queen accepted the Honorary 
Fellowship of the Royal College of Surgeons of England. 
An account of the ceremony appears elsewhere in this 
issue. In his speech of welcome the president, Sir Cecil 
Wakeley, reminded those who were present at the ceremony 
of the encouragement given to surgery by the monarchy 
during the past five hundred years. "It was Henry VII who 
gave the first grant of arms.to the Surgeons Company in 
1492 and Henry VIII who granted an Act of Union to 
the Companies of Surgeons and Barbers. The first Royal 
Charter was granted to the College by George III in 1800, 
and George IV presented the College with the mace now 
in its possession. As Prince of Wales, Edward VII, 
George V, and the Duke of Windsor had each accepted 
honorary fellowship of the College, as also had the Duke 
of Gloucester and the Princess Royal. On her visits to 
the College Queen Mary has shown much interest in the 
efforts being made to repair the damage made during the 
recent war. In 1937 the King honoured the College by 
consenting to assume the post of Visitor. 

Those who were privileged to be present at the Royal 
College of Surgeons on Monday of this week were deeply 
sensible of the charm of the Queen’s gracious presence and 
felt encouraged by the felicitous way in which she paid a 
tribute to surgery, “a vocation,” in Her Majesty’s words, 
“which demands and secures from those who respond to 
it a constancy of Christian charity and understanding which 
elevates it above merely professional levels.” In accepting 
the honorary fellowship the Queen has honoured the Royal 
College of Surgeons of England and through it the medical 
profession of this country. 


Dr. B. T. Parsons-Smith will deliver the Lumleian 
Lectures before .the Royal College of Physicians of 
London (Pall Mall East, S.W.) on Tuesday and Thurs- 
day, April 11 and 13, at 5 p.m. His subject is “ Cardiac 
Failure.” 
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THE QUEEN AT ROYAL COLLEGE OF SURGEONS | BRITISH 


ROYAL COLLEGE OF SURGEONS 
THE QUEEN ADMITTED TO HONORARY 
FELLOWSHIP 


On Monday of this week Her Majesty the Queen, in the 
presence of present and past members of the Council of 
the Royal College of Surgeons of England and of Members 
of the Court of Examiners, was admitted to the Fellowship 
of the College, honoris causa, by the President, Sir Cecil 
Wakeley, K.B.E., C.B., the Vice-presidents, Sir Harry Platt 
and Mr. Ernest Finch, standing as sponsors to Her Majesty. 

After the ceremony of admission in the Lecture Hall, 
the Queen took tea in the Council Room, and just before 
her departure was presented with a bouquet by Lady 
Wakeley. 

Among those present at the ceremony were postgraduate 
students from the Commonwealth now studying at the 
College. 

On being admitted to the Honorary Fellowship, the 
Queen said: 


“ Mr. President, I thank you most sincerely for admitting me 
to Honorary Fellowship of the Royal College of Surgeons of 
England. I am also most grateful to the Vice-presidents for 
acting as my sponsors, and I am deeply touched by the kind 
welcome which you have all given to me. It gives me great 
pleasure to become a Fellow of this Royal College, whose 
Visitor is The King. ® 

“It is a pleasant coincidence that this occasion should come 
at a moment of particular significance in the existence of the 
College, for, on the celebrations of this year, there is a twofold 
emphasis: the one on the past, and the other on the future. 

“ As we stand here to-day, and turn our gaze back down the 
long passage of time, we cannot refrain from giving thanks for 
the progress of surgery in all its branches. It is not necessary 
to go back the full span of 150 years since the College received 
its first Royal Charter to find conditions so primitive that one 
hesitates to recall them. Now all that is past ; and I feel that 
the Royal College of Surgeons must rejoice with great pride at 
the part which its Fellows and Members have played in bringing 
the standard of surgery in our country to its present pre- 
eminent position. To-day the skill and wisdom of our surgeons 
is available, in full measure, for all our people, and there must 
be many families in the land which have cause to be grateful— 
as indeed has my own. 

“I am glad to think that the future is as rich in promise as 
the past has been in achievement. The Restoration and 
Development Fund, together with Lord Nuffield’s wonderful 
gift for the Nuffield College of Surgical Sciences, will provide 
the new buildings so essential to the continued extension of 
research and to the ever wider dissemination of knowledge, and, 
in addition, will enable the teaching to be carried on in an 
atmosphere of collegiate life. In particular, the courses held 
for postgraduate students are of widespread benefit. 

“ Therefore, I feel that I can congratulate the College with 
confidence because the traditions on which its great reputation 
rests are stronger and more precious than ever, and have, more- 
over, become a part of our national life. You will, therefore, 
perhaps allow me to give a message of greetings, on this 
occasion, to all the Fellows and Members of the College, 
wherever they may be, all over the world. 

“ Surgery is a vocation which demands and secures from those 
who respond to it a constancy of Christian charity and under- 
standing which elevates it above merely professional levels. 
The people of this .country know that these standards are 
upheld, and they would, I am sure, join with me in expressing 
to you all these words of appreciation. 

“May God's blessing continue to rest upon your work.” 


The ceremony thus concluded by the Queen’s speech had 
begun with an address of welcomie from the President, 
Sir Cect. WaKELEY, who said: 


“May it please Your Majesty : It is a deeply honoured and 


highly delighted Royal College that you, Ma’am, have graciously 
consented to visit to-day. The Royal Family, as the Council 
happily appreciates, have given great encouragement to our pro- 
fession. We recall that King Henry VII gave the first grant of 
Arms to the Surgeons Company in 1492, and that King 
Henry VIII, personally, in his palace at Bridewell, granted 
an Act of Union to the Companies of Surgeons and Barbers, 
and presented them with the beautiful cup known as the Grace 
Cup to commemorate the event. Your Majesty will be pleased 
to know that the College has recently become the possessor of 
a replica of this Grace Cup, thanks to a gift from the Worshipful 
Company of Barbers, the owners of the original cup. Later, in 
1800, King George III granted us our first Royal Charter, and 
King George IV greatly delighted the College by the gift. of 
the beautiful mace which now lies on the table. 

“ During the present century the College has been privileged 
by a much closer association with the Royal Family. His 
Majesty King Edward VII, His Majesty King George V, and 
His Royal Highness the Duke of Windsor, each while Prince of 
Wales, accepted the Honorary Fellowship of the College, and 
we are also honoured by having the names of their Royal 
Highnesses the Duke of Gloucester and the Princess Royal on 
the Roll at the present time. Our Royal Honorary Fellows 
have not merely consented to receive the diploma, but they 
have been pleased to come in person to the College for the 
award, and to show their interest in our affairs and our 
possessions. 

“Her Majesty Queen Mary has honoured us by two visits. 
and has given us great encouragement in our exertions to repair 
the ravages of war. Finally, in 1937, history was made when 
His Majesty the King consented to assume the post of Visitor 
of the Royal College of Surgeons of England, and visited the 
College in 1944 to witness the admission of His Royal Highness 
the Duke of Gloucester to the Honorary Fellowship. 

“To-day our cup of happiness and gratitude is full now that 
Your Majesty has graciously consented to visit the College 
and to accept the Honorary Fellowship. We could not have 
hoped for an occasion of greater distinction as the first and 
foremost event in the celebration of the one hundred and 
fiftieth anniversary of the granting of the first Royal Charter 
to the College in March, 1800. 

“With Your Majesty’s illustrious name at the head of our 
Honorary Fellows we will go forward with renewed vigour 
and firmer confidence in performing the duty laid upon us by 
His Majesty King George III—the due promotion and 
encouragement of the study and practice of the art and science 
of surgery.” 


The two Vice-presidents, Sir Harry Platt and Mr. Ernest 
Finch, standing. between the Queen and the President, Sir 
Harry Platt said: 


“May it please Your Majesty: The President and Members 
of Council have for some years looked forward eagerly to the 
day when Your Majesty would grace this Royal College with 
your presence. Fellows and Members of the College throughout 
the Commonwealth and Empire are ever mindful of Your 
Majesty's deep and sympathetic interest in the relief of suffer- 
ing. And now to-day, one hundred and fifty years since the 
College received its first Royal Charter, Your Majesty has con- 
ferred a signal honour not only on the College as an institution. 
but on all those who, armed with its Fellowship, have gone 
forth to practise the healing art of surgery. 

“Mr. President. The Vice-presidents have the honour to 
bring to you Her Majesty the Queen, that you may admit her 
to the Fellowship of the Royal College of Surgeons of England, 
honoris causa.” 


The President then admitted the Queen to the Honorary 
Fellowship with these words: : 


“ May it please Your Majesty : In the name of the Royal 
College of Surgeons of England and by the authority of the 


Council I hereby admit you a Fellow thereof, honoris 


causa.” 
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GENERAL PRACTITIONERS 


CAUSES AND TREATMENT OF ECZEMA 


BY 


R. T. BRAIN, M.D., F.R.C.P. 


Physician-in-charge, Skin Department, Royal Free Hospital and the Hospital for Sick Children ; Physician, St. John's 
Hospital for Diseases of the Skin 


Eczema may be defined as the eruption peculiar to the 
hypersensitive’ skin, the hypersensitivity being inherited or 
acquired. Although the histological features of eczema are 
essentially inflammatory in nature, the clinical picture of 
the early lesions, consisting of grouped, discrete, minute 
papulo-vesicles tending to crust or exude, is characteristic 
enough to distinguish it from a dermatitis due to an 
obvious irritant. It is evident, however, that an irritant 
which will produce a dermatitis characterized by erythema, 
oedema, heat in the skin, irritation, and disturbance of the 
skin metabolism is also likely, particularly in -predisposed 
subjects, to produce a secondary eczematous response. 


In eczema two groups of factors are important aetio- 
logically. First, constitutional factors have to be con- 
sidered, and these are particularly prominent in infantile 
eczema, which provides an interesting introduction to the 
inherited or constitutional factors that may be more diffi- 
cult to understand when occurring later. Secondly, eczema 
may have its cause entirely in some primary or secondary 
irritant, often called an allergen, which may be the result 
of simple contact or be due to a pathological process 
remotely affecting the skin by damaging some other organ 
of the body. The simplest and most satisfactory solution 
of the problem of eczema is that occasionally discovered 
by a careful history, when the eruption is found always 
to follow or to be aggravated by contact with a specific 
allergen. 

Confirmation of the suspected causative agent may be 
obtained by what is called the patch test. This consists 
in applying a very small quantity of the suspected irritant, 
or if it is a plant or fabric a 4 sq. in (0.4 cm.”) portion 
set in 4 sq. in, (1.6 cm.*) of fine mesh bandage affixed 
to 1 sq. in. (6.5 cm.*) of adhesive plaster. A patch test 
with enough controls should be applied to the flexor aspect 
of the forearms or near the edge of the eczematous eruption, 
because the whole skin surface may not be. sensitized to 
the irritant. If the patch produces an erythematous area, 
with or without small papulo-vesicles set in it, within 
24 to 48 hours it indicates a positive specific reaction 
provided the plaster and the control-test substances produce 
no corresponding effect. Prepared plaster strips are now 
available and provide a convenient means of carrying out 
patch-testing. Many cases of eczema of obscure origin 
have been elucidated by this simple measure, 

For a long time it was thought that allergens were neces- 
sarily of organic origin and were usually proteins, but it 
has now been established that many simple chemicals can 
act as allergens. One point of difficulty to the inexperi- 
enced in dermatology is the fact that one individual may 
be exposed for a long time to a mild irritant before develop- 
ing a reaction to it, whereas another will produce an 
eczematous eruption after the first contact with the irri- 
tant. If a reaction occurs after the first contact it must be 
regarded as an idiosyncrasy, but since it has been estab- 
lished beyond doubt that sensitization can occur in utero 
it will rarely be possible to distinguish a true idiosyncrasy 
from an acquired hypersensitivity. 


It may be difficult to recognize an external irritant as 
being the cause of eczema, but it is even more difficult 
when the eczematous eruption is secondary to some toxin 
produced by bacterial or mycotic infection. These 
secondary eruptions are sometimes called “ides,” the 
best-known example occurring in epidermophytosis of the: 
feet, when the epidermophytide affects the hands as a deep 
vesicular eruption often indistinguishable from the idio- 
pathic eczematous eruption cheiropompholyx. The 
association of eczematous eruptions with epidermo- 
phyton infections is well established, and as the infec- 
tion responsible may be limited to one or two toe clefts 
it is very likely that other foci of infection, such as in the — 
teeth, tonsils, or sinuses, and all varieties of skin infection 
or injury may provide allergens causing secondary eczema, 
which is usually symmetrical and mostly affects the hands, 
arms or legs, before involving the face, neck, or trunk. 
Thus it is common for an ulcerative condition affect- 
ing the legs, or even a localized dermatitis such as 
occurs from the overtreatment of a simple injury, to be 
complicated by the sudden appearance of a symmetrical 
itching eruption presenting the grouped papulo-vesicles 
characteristic of simple eczema. When this happens and 
is followed by increased irritation of the skin, increased 
anxiety, and disturbance of sleep it is easy to under- 
stand how these factors, plus the damage caused by un- 
controllable scratching, are likely to extend the eczema. 
An occupational dermatitis due to simple irritants such as 
lime, cement, or corrosive acids may in this manner be 
converted into an eczematous eruption which may run a — 
chronic course and show no striking inclination to clear 
up even when the patient is away from work. Unless this 
mechanism of producing secondary eczema is understood 
and the importance of an anxiety state in maintaining the | 
eruption is appreciated, the results of treatment are likely 
to be very disappointing. 


Treatment : General Measures _ 

The success of any scheme of treatment will depend on 
the recognition of the irritating factors with which the indi- 
vidual has been in contact, his reaction to the disease and 
to the various forms of treatment that have already been 
given, and on the choice of suitable local applications. It 
is essential to have the confidence of the patient, and this 
is not increased by disclaiming any knowledge of dermato- 
logy. It is often helpful to explain to the patient that his 
eczema is but the reaction of a tissue that has been offended 
and which has therefore become jumpy or hypersensitive 
and in consequence has to be humoured and protected from 
further insult. Doctor and patient should understand that 
the reaction in the skin produces substances (autolytic) 
which circulate in the blood or lymph channels and which 
are likely to provoke further eruptions of a similar nature. 
It is therefore better to abandon the. idea of some specific 
cure and to concentrate upon soothing and protecting the 
skin, and when this is done a period of wholesome neglect 
may be beneficial. Acres of eczema have been cultivated 
by overtreatment. 
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When due thought has been given to the patient's general 
health, particularly to focal sepsis, constipation, dyspepsia, 
and insomnia, the relief of his irritation and anxiety often 
calls for a mild sedative such as small doses of phenobarbi- 
tone. Amphetamine or dextroamphetamine, 5 mg. once 
or twice in the early morning, will often relieve the 
depressed patient, and, provided it does not keep him 
awake, is undoubtedly useful. The obese .seborrhoeic 
subject may tolerate more frequent doses, but the reaction 
to this drug must be carefully watched. 

On the presumption that dilatation of the vessels in 
eczema is, as in the case of urticaria, due to histamine, 
the antihistamine drugs have been hopefully employed, 
and, while occasionally in acute phases they seem to be of 
considerable value, they are often profoundly disappoint- 
ing. Even so, “ benadryl,” 50 mg. two or three times a 
day, may prove more helpful as a sedative than a barbitu- 
rate. The mechanism of itching is thought to be com- 
pounded of the sense of pain and that of touch, so that 


Fic. 1.—The early lesions of eczema. Showing the grouped minute 
papulo-vesicles set in non-inflamed skin. 


analgesics may be more useful than hypnotics, and acetyl- 
salicylic acid’ or compound tablet of codeine should be 
tried. The more recently introduced analgesics have 
been used with varying success. Jt must be admitted, 
however, that no drug is always successful in controlling 
irritation. 

Ephedrine hydrochloride in 4- or 4-gr. (32- or 16-mg.) 
doses can be well combined with phenobarbitone, and the 
combination is particularly useful in those cases of flexural 
eczema (Besnicr’s prurigo) which are not uncommonly 
associated with asthma. The synergic effect of a combina- 
tion of atropine and barbiturate is suitable for the reactive 
individual with hyperhidrosis, and the addition of small 
doses of ergotamine may increase its sedative effect upon 
the cutaneous vessels. Seborrhoeic subjects of either sex 
are sometimes helped by small doses of stilboestrol, and 
the torpid patient with a dry skin who has eczema may 
derive benefit from small doses of thyroid, which is obvi- 
ously contraindicated in the nervous and excitable patient. 
Autohaemotherapy or protein shock is occasionally used 
to provoke a response in a chronic phase. 


Fic. 2.—Lichenized eczema of the flexures. 


Local Treatment 


Although many doctors and some dermatologists advise 
their patients not to use water on the skin, most patients 
with eczema will tolerate and even enjoy bathing in isotonic 
saline or 0.5-1% solution of sodium sulphate. To this 
bath may be added 2 to 3 oz. (57 to 85 ml.) of solution of 
coal tar, and 1 to 2 oz. (28 to 57 ml.) of the new emulsify- 
ing ointment of the British Pharmacopoeia may be creamed 
in a jug of warm water and added to the bath to give it 
emollient qualities, which are particularly beneficial in the 
generalized eczema of infants. Vegetable oils and liquid 
paraffin are useful for the occasional cleansing of an irrit- 
able skin, but their constant use raises the skin temperature 
by preventing evaporation of sweat and greatly enhances 
the risk of secondary infection, which is often a compli- 
cating factor in eczema. Further local treatment of eczema 
must be varied according to the phase. . 


Weeping Phase 


In this phase lotions and powders are indicated. Cala- 
mine lotion, “siccolam,” or liquid magnesia are bland 
and on drying leave a fine powdery film which tends 
to dry up exudate and at the same time to form a pro- 
tective layer upon the surface. Calamine lotion is made 


more “drying” by the addition of 5% of titanium dioxide 


and is further improved if 2% of “bentonite” is 
added. These lotions may be modified by the addition of 


Fic. 3.—Eczematous dermatitis in an elderly seborrhoeic subject. 
The left arm shows a confluent scaly dermatitis with lichenification 
about the wrist somewhat obscuring the eczematous pattern (which 
is clearly visible on the right forearm). 
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2 or 3% of solution of coal tar or 1% of strong solution 
of lead subacetate. If a clear lotion is required for use 
as a wet compress the tar and lead solutions may be used 
together, or the tannic-acid lotion of the National Formu- 
lary, which tends to coagulate the exudate and to harden 
the surface of the skin, may be employed. The latter lotion 
contains mercuric chloride and is therefore mildly anti- 
septic. As the normal pH of the skin is on the acid side 
(pH 5-6) an acid lotion may be regarded as somewhat 
more physiological. It may account for the success which 
follows the use of simple boric lotion, though boric acid is 
somewhat discredited as an antiseptic. Solution of pro- 
flavine (N.F.) or 1% of gentian violet may be used when 
pyogenic infection is present. Gentian violet has the dis- 
advantage of obscuring the lesion and making observation 
of its progress difficult, if not impossible. Sometimes 1% 
of strong solution of lead subacetate and 2 or 3% of tar 
solution in boiled milk seem to satisfy the very irritable 
skin, and bland talcum powders are valuable in drying the 
lesions and in preventing friction between irritable skin 
surfaces. 


Drying Phase 

The skin may become uncomfortably tight in the drying 
phase, particularly on the face and flexures, and then a 
bland cream such as the oily calamine lotion or a zinc 
cream is indicated, but it should be applied very lightly 
and the treated area left uncovered. Eczema rarely toler- 
ates cotton-wool and bandages, and the more lightly 
eczematous lesions are covered the less they irritate as a 
rule. Bland creams can be made with the emulsifying oint- 
ment bases now available in the B.P., but occasionally these 
agents act as irritants and must immediately be discon- 
tinued. In fact it is impossible to predict the reaction of 
the eczematous area to any application, however bland it 
may have proved in the prescriber’s experience, and when 
the application is followed by redness, increased irritation, 
or weeping it should be discontinued. Subsequently the 
skin may tolerate the preparation, but to ensure success 
most careful observation is essential with every variation 
of treatment. 

An oil-in-water cream may be prepared without the use 
of an emulsifying agent,- with 1.25% of methyl cellulose 
and 10% of liquid paraffin in water. To this and to the 
other creams may be added 2 or 3% of solution of coal 
tar, but though tar is one of the most commonly used anti- 
pruritic substances in dermatology it occasionally acts as 
an irritant. For the erythematous and oedematous skin 
2% of ichthyol in an oily cream is useful. Sometimes 
considerable benefit results from the alternation of a lotion 
or a cream with warm or cold saline compresses applied 
for a few hours. The latter soften and remove exudate. If 
pyogenic infection is present penicillin solution may be 
sprinkled on the surface of the compress. 

The old starch compress is still worthy of a place in 
the treatment of crusted eczema, and penicillin solution 
may be applied to its surface, or proflavine solution may 
be painted on the infected area before the poultice is 
applied. Dermatologists rarely use the sulphonamides 
locally, because they are so apt to provoke sensitization 


of the skin, either to themselves or to sunlight ; sometimes 


penicillin is equally irritating. Creams containing the anti- 
histamine substances are occasionally of value, and they 
may be tried when other attempts at relieving the irrita- 
tion of localized lesions fail. Creams and ointments con- 
taining local analgesics—for example, ung. benzocain. co. 
B.P.C.—are often temporarily effective, but their continued 
use usually does more harm than good. 


Dry Phase : 

In this phase pastes are most useful, particularly when 
thickening or lichenification is present. Plain zinc paste or 
Lassar’s paste, which contains 2% salicylic acid, is most 
commonly used, and 2 or 3% crude coal tar or 5% solution 
of coal tar may be incorporated to relieve irritation. Tar 
paste is the classical application for the lichenized flexural 
lesion which is the common feature of Besnier’s prurigo, 
and sometimes the occlusion of an area of eczema under a 
thick film of paste, left undisturbed for four or five days, 
proves very beneficial. 

Ointments are less often used by dermatologists, because 
they are apt to increase the heat and irritation of the skin. 
With the new emulsifying bases this criticism may be less 
justified, but ointments in this category really correspond 
in their properties to the creams which are mixtures of oil 
and water. Ointments of salicylic acid, tar, or zinc oxide 
are helpful on the very dry skin. 

The ointment bases of the British Pharmacopoeia and 
the indications for their use in dermatology were described 
recently (Hadgraft and Brain, 1949). Mention was made 
of a formula for a pourable cream having a pH value of 5, 
with bland antiseptic, antipruritic, and cooling properties. 
It is often useful in the dry or drying phases of eczema. 
The formula is : 


Emulsifying ointment wee 
Liquefied phenol 20 mi. 
Water .. to 1,000 ml 


*Prepared, according to the B.P. Appendix III, from potassium 
hydrogen phthalate and sodium hydroxide. bs 


Physiotherapy 

This has a limited field in the treatment of eczema. 
Undoubtedly the most useful agent is x rays in doses of 
50-100 r, preferably with a kilovoltage of 60-70, but not 
exceeding 90. Doses of this order may be given every 
one, two, or three weeks on three occasions, and sometimes 
the relief from irritation is almost immediate. in the adult 
it might be suspected that there is a psychological element 
of suggestion in this response, but similar results have been 
obtained with infants and young children. In the latter, 
doses of 30-50 r are rarely exceeded, and it is quite certain 
that no ill-effects can follow such small doses, though it 
is important not to irradiate the genital organs. The 
chronic phases of eczema, particularly those associated 
with lichenification, are most likely to be improved by 
x-ray therapy. Equally good results have been obtained 
with low-voltage rays, including Grenz rays, and also by 
painting the lichenized areas with thorium X varnish con- 
taining 1,000 electrostatic units per ml. 

Ultra-violet light, being an irritant in erythema doses, 
almost always aggravates acute eczema and may eause 
a relapse in a chronic case; sometimes an eczematous 
dermatitis affecting the face, hands, and exposed parts of 
the forearms may be entirely actinic. However, the expo- 
sure of a hypersensitive skin to cooling currents of air and 
to sky-shine exercises the normal mechanism of adaptation 
of the skin and its complicated vascular system to environ- 
ment, and if cautiously practised is one ‘of the most bene- 
ficial techniques in treatment. Many cases of infantile 
eczema have cleared up completely by being gradually 
acclimatized by exposure. 

In addition to controlling irritation and restraining 
scratching by sedatives and antipruritic medicaments some 
method of mechanical restraint is often indicated. In small 
children loose cardboard cylinders may be applied to the 
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arms, or canvas bands may be fastened to a strip of canvas 
across the bed to immobilize the subject. Adults may wear 
thin cotton gloves and keep their nails very short, or their 
wrists may be tethered to the pyjama girdle. It is obvi- 
ously impossible to clear up a lesion of the skin if it is 
actively scratched. The intelligent patient who can refrain 
from scratching while fully awake may be found to scratch 
violently during sleep, and will often admit to finding the 
lesions bleeding and excoriated on waking in the morning. 

Occlusive dressings over tar or zinc paste are effective 
partly because of their barrier to scratch injury, and the 
old technique of painting the irritable area with crude coal 
tar was effective for the same reason. A 10% solution of 
crude coal tar in acetone is somewhat more elegant than 
plain tar. Of the proprietary preparations “tar derma- 
ment,” which contains a varnish basis, is sometimes very 
useful. When the tarry film is tacky it may be reinforced 
by the application of a talcum powder, and “ Fissan 
ichthyol powder” is usually well tolerated by the eczema- 
tous skin. “ Dermatol” (bismuth subgallate) has a reputa- 
tion for its astringent and sedative properties. Another 
protective preparation is 10% ichthammol in flexile 
collodion. 

Psychological Considerations 

No discussion of modern treatment is complete without 
a consideration of the patient’s psychological reaction to 
his illness and of measures to diminish his anxiety and fore- 
sight in preparing him for his return to useful work. 

Young patients should be provided with a variety of 
toys, and in severe cases of eczema they are undoubtedly 
better if nursed in a ward where they have playmates. 
Children unhappy and fretful with restraint in their cots, 
doing their best to scratch or rub, are often seen to play 
happily without obvious discomfort from their eczema 
when allowed to be up. 

Occupational therapy cannot be introduced too early in 
the treatment of adults with eczema, and if interesting 
handicraft can be provided it is often possible to dispense 
with sedatives during the daytime. In milder cases of 
eczema it is advantageous for the patient to continue at 
work, provided that further contact with irritants is 
avoided, and the co-operation of the employer should, if 
possible, be obtained to secure this. If alternative clean 
light work cannot be found it would be better for the sub- 
ject to seek some other job. Many patients with intractable 
chronic eczema get a fixed anxiety neurosis, and the 
patient’s sole interest is his skin. In this phase the prog- 
nosis is almost hopeless, and it is believed that the tragedy 
and economic wastage can usually be averted by giving as 
much thought to the maintenance of the subject’s morale 
and confidence in his or her ability to return to full employ- 
ment as to the details of local treatment. 


REFERENCE 
Hadgraft, J. W., and’Brain, R. T. (1949). Lancet, 2, 78. 


A six-months course for training men and women who wish 
to take posts of responsibility in Old People’s Homes will be 
held in September by the National Old People’s Welfare Com- 
mittee and the National Corporation for the Care of Old 
People. Students will be given lectures on institutional manage- 
ment, first aid, and home nursing, and practical training in a 
hospital geriatric unit and in an old people’s home. Inquiries 
about the course should be addressed to the secretary, National 
Old People’s Welfare Committee, 26, Bedford Square, London, 
W.C.l. 


THE DEVELOPMENT OF THE ELECTRO- 
CARDIOGRAPH IN GREAT BRITAIN 


BY 
S. L. BARRON - 


Electrocardiographic research may be said to have begun 
in the latter end of last century with the work of A. D. 
Waller (1890), of Bayliss and Starling, and of Gotch and 
Burch, who, employing a capillary electrometer, established 
that a form of electrical potential curve was associated 
with the contraction of the human heart. 


Einthoven’s Researches 


Willem Einthoven, of Leiden University, was prompted 
by these researches to make similar investigations, and pub- 
lished a paper in 1895 describing work also using the capil- 
lary electrometer. Realizing the limitation of this method, 
he devised a more simple, sensitive, and accurate means of 
recording these fluctuating electrical potentials. The instru- 
ment we know as the “string” galvanometer had been 
known in theory for some years, and had been applied and 
described by Ader in 1897 for investigations in cable tele- 
graphy. It consisted of a single metal fibre stretched in 
a magnetic field, and was intended as a quick-period 
system rather than a sensitive one. Ewing in 1892 
described a bifilar galvanometer containing two conduc- 
tive fibres bridged across the centre by a small mirror and 
the whole inserted in a strong magnetic field. This was 
used for tracing magnetization curves and escaped notice 
as a reflecting mirror galvanometer. As both these papers 
were out of Einthoven’s field he was unaware of them when 
he began to develop the string galvanometer. 

The problem that confronted Einthoven was to make 
an instrument of high internal resistance, dead beat, with 
quick period, highly sensitive, and stable for accurate cali- 
bration. As sensitivity is normally obtained at a sacrifice 
of period and stability it was at that time a great problem. 
He experimented first with a highly sensitive D’Arsonval 
moving-coil galvanometer and found that the smaller the 
numbers of windings on the coil the greater was the normal 
sensitivity. This led first to a single-turn coil and then to 
stretching a single wire in a strong magnetic field. In order 
to get a high electric resistance in the wire or “string” 
as it became termed, he developed a method of chemically 
plating with silver fine quartz fibres made by the classic 
method devised by C. V. Boys (1887). These fibres were 
electrically conductive, of high resistance, and owing to 
their small mass had negligible moment of inertia; on 
them the whole of the development of electrocardiography 
depended, and they are still in common use to-day. 

The fibres were tautly suspended between the poles of 
a powerful electromagnet, and the shadow of the “ string ~ 
was projected by a large arc lamp through a specially 
designed optical system which photographed the movement 
of the string shadow on a moving photographic plate. The 
electromagnet was large and unwieldy, and was cooled by 
a water-jacket (see Fig. 1). . 

In 1903 Einthoven described his equipment in a historic 
paper, “Ein neues Galvanometer,” quickly followed by a 
paper (Einthoven, 1904) which compared the earlier work 
of Waller, using a capillary electrometer, with the new string 
galvanometer, and established the latter as highly accurate 
and suitable for electrocardiographic work. 

Einthoven (1908) followed by a long and painstaking 
research in which he established the forms of connexion to 
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string galvanometer. 


the patient, details of the electrodes to be employed, the 
sensitivity standards, and the interpretation of the more 
general changes in heart rhythm as manifested in the 
electrocardiogram (see Fig. 2). Thus was established the 
Einthoven convention and the three-lead electrocardiogram 
that is still in common use. 

The interest of physiologists all over the world was greatly 
stimulated. Many desired to procure apparatus of similar 
kind. Einthoven approached Mr. Horace Darwin (the 
youngest son of the great biologist, and founder of the 
Cambridge Scientific Instrument Company in England) to 
make the apparatus under a royalty agreement. An agree- 
ment was made and the company enjoyed the co-operation 
of Einthoven until his death. 


Fic. 1.—Professor W. Einthoven in his laboratory at Leiden with the original 


Fic. 2.—Copy of an ony eet by Einthoven about 
1903-4. 


The first complete Cambridge electrocardio- 
graph was supplied in 1911, and it came to be 
catalogued in 1913. Among the first users 
were Drs. Thomas Lewis, Wardrop Griffiths, 
Mcllwaine, Strickland Goodall, and Cowan. 
The first instrument supplied to Dr. Thomas 
Lewis was supplied “on hire” with the right 
of purchase, and was installed in a basement 
at University College Hospital (Fig. 3). The 
approval of Lewis was afterwards sought for 
any modifications or improvéments that the 
Cambridge Company introduced, and slowly 
his laboratory acquired a large quantity of 
equipment. In 1930 it was discovered by 
accident that Lewis had never exercised his 
right to purchase, nor had rent for the appara- 

_tus ever been called for. At this time he had 
ceased to be interested in electrocardiographic 
studies, and the apparatus had reverted to the 

hospital under the control of the Medical Research Council: 

The amount of indebtedness over the years had soared to a 

very high figure, and upon the matter being rather humor- 
ously mentioned en passant to Lewis he insisted that the 

Council should make a nominal payment to the Cambridge 

Company, who then transferred all the apparatus to the 

medical school. By the outbreak of war in 1914 about 
twelve outfits had been supplied and were being used for 
routine clinical work as well as for research investigations. 


Early Difficulties 
It may here be opportune to describe briefly these early 


instruments and some of the difficulties encountered with 
them. The outfit was carried.on a large teak table and 


The Cambridge Electrocardiograph 

The British part in the development of 
electrocardiography may be said to date from 
this time. The Cambridge Company designed 
a string galvanometer and produced many 
features of great interest. The design was 
carried out by W. Duddell, F.R.S., who had 
acquired fame by his introduction of the 
Duddell oscillograph. He succeeded in re- 
ducing the size of the electromagnet by pay- 
ing great attention to the shape and thus 
obviating magnetic leakages and concentra- 
ting the magnetic field in the “string” gap. 
He dispensed with ‘the troublesome water- 
jacket and designed a galvanometer that, 
while only a fraction of the size of the 
Einthoven instrument, was comparable in 
performance. Duddell improved the “ string 
carrier,” in which he enclosed the string so 
that it should not be affected by draughts and ~- 
convection currents. This- wise precaution 


igh 


established the Cambridge instrument as the a 
most stable and robust of its kind. Einthoven 
carefully tested and approved this new instru- 
ment and first described it in 1909. 


Ine frst compieted design of English electrocardiogra 1911-12. This 
model was the type used by Sir Thomas Lewis (afterwards mod t 

It may have been the actual instrument delivered to University College Hospital 
Medical School when he started investigations. Note the arc lamp, electrode jars, 
time motor, and falling plate camera: 


rds modi and added to). 
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consisted of the galvanometer, projecting lamp, camera, 
control board, time marker, and set of electrodes. Between 
the 15-ampere arc lamp and the galvanometer a water-bath 
was inserted to absorb the heat rays. The camera carried 
a falling plate controlled by a dash-pot and suspended by 
an ingenious but bewildering series of cords wound around 
rotating drums. The plate was exposed in three sections 
side by side and the speed of fall was adjusted by setting 
a micrometer screw at the top of the dash-pot. 
trol board contained a selector switch for the three leads, 
a calibrating and test position, and a compensator for nulli- 
fying the skin-current effect. The electrodes were large 
earthenware baths containing a zinc electrode and an inner 
porous porcelain pot. The inner vessel was filled with 
20% salt solution and the other with saturated ZnSO, 
solution ; connexion was made to a terminal on the zinc 
plate immersed in the ZnSO, solution; the limbs were 
immersed in the inner vessel. The time marker consisted 
of a vibrating tetanus spring maintained in operation by a 
small electromagnet. This time marker was placed in the 
light beam and interrupted the light each 1/50 second, and 
thus drew lines on the photographic plate. 


Of the difficulties experienced with these early outfits 
perhaps the most important was the temperature effect on 
the fibre. The powerful electromagnet and the arc lamp 
generated heat which communicated itself to the “string.” 
As the coefficient of expansion of the metal mount and that 
of the quartz itself were greatly different the “string ” 
became more taut as the temperature rose and the sensi- 
tivity (1 cm. for 1 millivolt) rapidly changed. It was for 
this reason that Einthoven introduced his heavy continuous 
flow water-jacket. Duddell obviated much of this effect by 
placing the magnet coils at the back of the heavy magnet 
forgings and by introducing the water-bath. Unfortunately 
these water-baths often grew fungoid organisms and became 
cloudy, thus diminishing the power of the light beam. 
Notwithstanding, these galvanometers retained a constant 
sensitivity over considerable periods and were, in general, 
quite satisfactory for clinical work, though frequent re- 
standardization was necessary in prolonged experimental 
work. 


One of the most exasperating troubles was due to the 
disappearance of the string image in the optical field. 
When it is realized how short is the focus of the objectives 
and .hew fine the string (0.003 mm.) it is not difficult to 
imagine how slight an alteration of the focusing could make 
the image disappear. There also existed an adjustment to 
displace the string in relation to the optical system which 
was held in position by a compression spring, slight changes 
in which would alter the position of the string sufficiently 
to place it entirely out of the field of view (0.1 mm.). To 
find the “string” again and to re-centre it was an opera- 
tion that required practice and patience, and frequent were 
the calls to the manufacturers to travel many miles to find 
that the “string” had become displaced and that in an 
endeavour to relocate it the physician had made confusion 
worse confounded by disarranging almost every adjustment 
of which the galvanometer and optical system were capable. 
Experienced technicians could perform the task systemati- 
cally in a matter of minutes, whilst the distracted physician 


often spent fruitless hours. It was a common misconcep- 


tion that the “ strings ” were very frail and liable to break- 
age ; this was not the case, and strings are still in use that 
have given 20 years’ service and taken many thousands of 
electrocardiograms. Not all strings, however,.gave such 
excellent results, and, while they very rarely were broken, 
they did sometimes develop a discontinuity in the metallic 
covering which rendered them useless ; but this was usually 


The con- | 


due to over-slackening on the part of the operator or to 
dust particles fouling the string and rubbing the soft silver 
plating. 

Alternating current was not in general use before 1920, 
and leakage effects from this cause, which later became very 
troublesome, were rarely experienced, but electrostatic 
charges sometimes gave trouble and in many cases the 
early instruments were for this reason completely enclosed 
in Faraday cages. 

Time markers of the early tuned vibrating reeds were 
quickly replaced by small synchronous motors of the 
Raleigh type, operated by a tuning-fork which marked 
each 1/25 second, with a thicker line each 1/5 second. 
This marking has remained standard, though the time 
motors are now less complicated and are automatic in 
operation. On occasion it took literally hours to get the 
Raleigh motors to run satisfactorily, since they had to be 
started manually by spinning a wheel at exactly the syn- 
chronous speed. With practice it was a simple thing to 
do, but impatience or exasperation was a sure index to 
failure, and I remember on many occasions being called 
by irate physicians who had spent fruitless hours, only to 
arrive and give the wheel one spin to set it going merrily. 

Another misconception in regard to the early instrument 
was that they were excessively sensitive to vibration, and 
almost all early instruments were installed in basements on 
concrete floors and in some cases on specially built founda- 
tions. I remember that Dr. Strickland Goodall specially 
chose his inconvenient consulting-rooms in the basement 
of a Harley Street house with this point in mind. That 
such fears were groundless was afterwards indicated by 
the development of trolley and portable outfits which could 
be transported from place to place without damage or 
derangement. 


Work of Thomas Lewis 


The progress of electrocardiography in Great Britain and 
indeed throughout the world during the first twenty years 
derived very largely from the researches of Thomas Lewis 
into the investigation of heart rhythms (Fig. 4). Lewis 
began work about 1911 in a basement at the University 
College Hospital Medical School. His researches were 
interrupted by the 1914-18 war, although his clinical experi- 
ence was considerably increased during his sojourn in 


Fic. 4.—Record obtained by Lewis about 1911. The three leads 
in a case of auricular flutter. Auricle contracting at 320 a minute, 
ventricle at 160 a minute. Time marker indicates 30ths of a second 
(Lewis’s own description). 
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Fic. 5.—Record about 1913. sound record of 
foetal heart simultaneously with the E.C.G. of mother’s heart. (Note 
complete dissociation of time intervals.) 


Colchester, where he did his notable work on effort 
syndrome. 
taking and deliberate manner. He worked on frogs, small 
mammals, and, in the later stagés, on dogs. He devised 
excellent experimental electrodes consisting of glass capil- 
lary tubes half filled with kaolin paste and half with copper 
sulphate solution ; the electrode wire was inserted in the 
solution and the electrode end applied to the bare tissue. 
These electrodes were made up in pairs, each limb of which 
could be separated as desired. With these he plotted the 
path and speed of the excitation wave induced in the heart 
by shocks from a Du Bois Raymond induction coil. His 
apparatus was enclosed in a completely blacked inner room 
entirely lined with galvanized netting as a protection from 
static charges. 

In 1912 Lewis devoted some attention to recording heart 
sounds, although work had already been done by Stein 
(in 1879), Einthoven, Salomonson, and others. For taking 
simultaneous electrocardiograms and heart sounds the 
Cambridge Company designed for Lewis a double string 
carrier and a heart-sounds equipment consisting of a carbon 
granule microphone attached to a stethoscope and con- 
nected through a transformer to the galvanometer. The 
technique of this arrangement was somewhat difficult, but 
Lewis produced a series of beautiful records, one of the 
most remarkable of which was a sound record of foetal 
heart beats with the simultaneous electrocardiogram of 
the mother (Fig. 5). Later he caused a left-handed — 
meter to be made that could stand side by 
side with the right-handed model, and was 
thus able to take any combination of four 
records simultaneously. To these he added 
shadow tracings of venous pulse and respi- 
ration movements by means of a Franck 
capsule or Marey tambour carrying a light- 
weight lever that was made to move in the 
illuminated beam and thus cast a shadow 
within the camera aperture. The technique 
of controlling six operations at once was 
one of considerable skill, and I have acute 
recollections of the tension when such work 
was in progress. 

Lewis had a passion for simple and straight- 
forward explanations, a characteristic so well 
exemplified in the great clarity of his pub- 
lished work, his use of simple English, his 
regard for accuracy, and a dislike of ambi- 
guous technical terms. He was created a 


Lewis was a great experimenter, with a pains- 


Fellow of the Royal Society in 1918 and knighted in 1921 
as a recognition of his great work. His first important 
publication Clinical Electrocardiography, and later his The 
Mechanism and Graphic Registration of the Heart Beat, 
were the most significant books of his time on clinical 
cardiography. 

At the close of the 1914-18 war the electrocardiograph 
became fully established as a.¢linical instrument for hos- 
pital and consultative work. Among the early users in this 
country were John Parkinson (afterwards Sir John), John 
Hay, Arnold Scott (afterwards Sir Arnold), Frederick Price, 
Strickland Goodall, Philip Hamill, to mention but a few. 
The apparatus was changed in few respects, the arc lamp 
being replaced by a “ point-o-lite” lamp, thus dispensing 
with the water-bath; and the galvanometer was reduced 
in size, as were the annoying electrode baths, the design of 
which, however, remained the same until 1926, although 
there had been frequent attempts at simplification. At this 
date I introduced a copper mesh strap enclosed in a satur- 
ated flannel jacket. Simultaneously, in America, Dr. Cohn 
introduced a metal foil “strap-on” electrode attached to 
rubber straps (Fig. 6). These were afterwards replaced by 
the direct-contact plate electrode introduced by the Cam- 
bridge organization and made possible by the production 
of special slightly abrasive electrode jelly. These electrodes 
are now if universal use and the bath electrodes have 
entirely disappeared. 


A Change in Design 

The first radical change to take place in the design of 
cardiographs was the introduction of mobjle instruments. 
Before 1920 the outfit could not be moved from place 
to place. The need for examination in wards of patients 
who could not conveniently be moved was widely felt, and 
in many large hospitals long connecting wires were run 
from the medical wards to the instrument. This involved 
telephone connexions between the nurse and the operator, 
and was always inconvenient and troublesome. The most 
interesting installation of this type was made in 1916, when 
an instrument in the Pathological Laboratories at Cam- 
bridge was connected to Addenbrooke’s Hospital, about a 
mile away, th connecting leads being carried on Post Office 
telegraph poles. The growing use of alternating-current 


supply and the increasing difficulty of alternating-current 
interference over long connecting cables ultimately rendered 
this method unworkable. 
The mobile outfits were essentially the same as the earlier 
outfits except that a filament lamp replaced the point-o-lite 


Fic. 6.—Mobile E.C.G. showing use of strap-on plate electrodes. The arc lamp 


is here replaced by a filament lamp. 
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and an operating 12-volt battery was carried beneath the 
table, which was mounted on castored wheels. 

About 1928 the demand for a truly transportable instru- 
ment for consultation work became insistent, and it was 
largely due to the late Sir Maurice Cassidy and Dr. Donald 
Hall that a suitable apparatus was constructed. This 
became possible owing to the introduction of new magnet 
steels of high magnetic quality which enabled galvanometers 
to be made with permanent magnets at a fraction of the 
weight and size of the early models. The camera was 
radically redesigned and film wrapped around a drum 
replaced the falling plate, while a portable daylight- 
developing tank enabled films to be processed in the 
patient’s home. These outfits weighed about 80 Ib. (36 kg.) 
complete, and were a great success. For consulting-room 
work or for hospitals they could, be placed on a small 
trolley and thus filled all the requirements of a clinical 
instrument. Thus the large table models became obsolete. 

Despite this great change in form the instrument was 
still considered too bulky as a truly portable outfit, and 
further radical alterations to design took place. In 1936 
a portable instrument contained in a suitcase was developed 
weighing about 30 Ib. (13.6 kg.). These instruments main- 
tain the characteristics of the early Einthoven instrument 
but are easier to operate and have devices that have elimi- 
nated most of the difficulties earlier referred fo (Fig. 7). 


Fig. 7.—Portable cardiograph, suitcase model. Now in use for 


consulting work. 


From an instrument weighing 6 cwt. (305 kg.) to one of 
30 lb. is no mean achievement, albeit it took over 30 years 
to accomplish. In the meantime sweeping changes had 
taken place by the introduction of cardiographs that dis- 
pensed with the Einthoven galvanometer and employed 
a system of valve amplification operating either an oscillo- 
graph system or forming an image on a cathode-ray screen 
that could be photographed. One advantage of the valve 
instrument was that it was not greatly affected by high 
electrode resistance and would therefore permit less care- 
ful attachment of the electrodes. In the case of the cathode 
screen instrument the cardiogram appeared on the screen 
before and during exposure, thus making possible a pre- 
liminary examination before photographing. This advan- 
tage was more apparent than real, as a proper cardio- 
graphic analysis can be made only by careful measurement 


of the characteristics of the finished record, and reliance © 


on a fleeting visual image could well lead to a faulty snap 
diagnosis. In general it was felt that these valve instru- 
ments broke no new ground and often introduced a new 
set of difficulties. The Einthoven outfit remains the standard 
against which other systems are checked and to which 
ultimate reference is made. Valve instruments have, 
however, now improved considerably in performance and 
stability, and many are now in use. 

More recent development is in a direct-writing model 
in which the electrocardiogram is traced by a pen or 
heated stylus on a chemically prepared paper. Probably 
the first pen writing instrument was developed in 1929 by 
Dr. Bryan Matthews, working at Cambridge University. 
The instrument was designed for nerve investigations, but 
the inventor realized that it could be applied for cardio- 
graphy, and a commercially made instrument was marketed 
but had little success. The advantages of such a clinical 
instrument are indisputable, and it is a fair conjecture that 
the tendency will be increasingly in this direction; but 
reliability, stability of calibration, and elimination of fric- 
tional errors will have to be proved to exacting standards. 
When this is fully accomplished the Einthoven instrument 
may well pass away as a clinical outfit, although there is 
little doubt it will remain for research work and provide 
the ultimate reference instrument against which others will 
be proved. 


Developments in Medical Use 


It would not be fitting to conclude this review without 
reference to some of the developments on the medical side 
that have caused changes in technique and design. Little 
fundamental change took place until 1934, when the direct- 
contact plate electrode was introduced. This had results 
out of proportion to the convenience that it conferred on 
the user, as it opened the way to the regular employment 
of electrodes placed direct on the chest wall. The pos- 


: sibility of making cardiograms from chest connexions had 


been known since 1877, when Waller published work of 
this character ; he was followed by Bayliss and Starling, 
and by Einthoven himself. In 1930 Lewis and Drury pub- 
lished work in which they used a disk electrode placed 
on the chest wall in conjunction with one of the limb 
electrodes. This resulted in a new lead called Lead IV, and 
manufacturers made provision for it in their outfits. 
Later Wilson et al. (1934) and Goldberger (1942), in 
America, standardized still further lead connexions, denomi- 
nated V1, V2, V3, and aVr, aVl, aVf respectively, which 
have now largely replaced the Lead IV. These new con- 
nexions made even greater departures from the Einthoven 
convention, but have greatly increased the usefulness of 
the electrocardiograph. Provision for taking ten lead 
electrocardiograms, in sequence, is now made by manu- 
facturers by the design of what is known as a “ unipolar 
lead switch.” In some of the latest instruments this switch 
is incorporated on the control panel. 

Considerable work has been done in relation to records 
obtained after graded exercise ; this has made a continuous 
record desirable, and the’ short film record of the three leads 
taken side by side is now being rapidly replaced by a 
continuous photographic paper record. 

Progress has also been made in the recording of heart 
sounds. Improved microphones and recording attachments 
have greatly improved the type of record that can be 
obtained, and many. manufacturers can now supply 
attachments to their instruments for this work. 

Possibly no twentieth-century medico-scientific invention 
has had more far-reaching results than the cardiograph or 
has become more universally used in hospitals and by 
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cardiologists. It has been the product of close co-operation 
between the medical scientists and the manufacturers: 
hardly has a need been expressed than it has found its 
response in a piece of practical equipment. In all the years 
it has been a happy and productive association. Great 
Britain may well be proud of the part it has played. in this 
great work. The name of Lewis will.be honoured among 
cardiologists to the end of time, and British-made cardio- 
graphs are to be found in hospitals all over the world. 
Willem Einthoven, who made this great advance possible, 
received the Nobel Prize in 1924 as a fitting recognition 
of his great contribution to the progress of cardiological 
knowledge ; it is an interesting commentary that the subject 
of graphic recording of the heart action as he conceived it 
almost fifty years ago has stood the test of time, and 
although much new knowledge has been elicited by his 
methods his original nomenclature is still employed. 


[This article is a condensed version of a full history of 
the development of the electrocardiograph which it is under- 
stood is to be published as a monograph by the Cambridge 
Instrument Company, Ltd., which has played a major part 
in the early design and development of electrocardiographic 
equipment.] 
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Preparations and Appliances 


LIGATURE PASSER 


Mr. RANDLE Lunt, M.Ch.Orth., surgeon superintendent, Bretby 
Hall Orthopaedic Hospital, writes: The instrument depicted 
here was designed to facilitate ligation of vessels when using 
the non-touch technique, particularly about the bottom of a 
deep wound. The ligature material is carried on the bobbin 
set in the handle and passes down the hollow stem of the instru- 
ment. A short length is allowed to protrude and is readily 
passed behind or underneath the Spencer Wells forceps on the 
vessel. It is grasped with forceps and a suitable length with- 
drawn by allowing the bobbin to rotate. When this length is 
adequate the bobbin is stopped by gripping the spring handle 


more firmly, and thus a short length of material can be closely 
controlled in the depth of the wound. The knot is tied in the 
ordinary way, the ligature-carrier taking the part of one of the 
pairs of forceps. 

The instrument is made of stainless steel by Messrs. Down 
Bros., to whom I am indebted for help in regard to the design 
and manufacture of the instrument and for the illustration. 
It is wise to have several bobbins, so that wire, gut, or silk may 
be readily available. 


The first N.A.P.T. Scottish Scholarship, which is open to 
women registered nurses in Scottish hospitals, has been awarded 
to Miss I. O. Mackay, of the County Hospital, Invergordon. 
Miss Mackay will spend three months studying in Scandinavia. 


CITY OF LONDON MATERNITY HOSPITAL 


BICENTENARY CELEBRATIONS 


The City of London Maternity Hospital is the third oldest 
institution of its kind in the country. It had its origin in the 
Black Swan tavern, Bartholomew Lane. There, on March 30, 
1750, ten benevolent gentlemen met to found a lying-in hospital 
for married women in the City of London, and also “ for sick 
and lame out-patients.” A few weeks later an apartment in 
London House, Aldersgate Street, was converted for this 
purpose. 

The earliest members of the staff included Herman Heineken, 
as physician and man-midwife, Richard Brocklesby, physician 
and man-midwife, and Richard Ball, surgeon and accoucheur. 
Heineken was physician to the Middlesex Hospital from 
August, 1749, to April 3, 1750, and his resignation from that 
appointment may have been connected with his attachment to 
the City of London Hospital. Brocklesby, who remained at the 
hospital for only one year, is much better known ; he studied 
at Leiden under Albinus and qualified there in 1745. He 
became a fellow of the College of Physicians, and delivered the 
Harveian Oration and the Goulstonian and Croonian lectures. 
He served as physician to the Army during the Seven Years’ 
War. Brocklesby was on terms of intimacy with such men 4s 
Sir Joshua Reynolds, John Wilkes, and Edmund Burke, and he 
was the physician and friend of Samuel Johnson. His nephew, 
the celebrated Thomas Young, benefited considerably from his 
will, and Thomas Coram, who had impoverished himself by 


‘ his generosity in creating the Foundling Hospital, was sup- 


ported with a subscription raised by Brocklesby. 

The hospital did not long remain at London House. On 
January 11, 1751, arrangements were made to move to Thanet 
(later Shaftesbury) House, also in Aldersgate Street and opposite 
London House. During the first six months of its existence 
the hospital admitted 42 women in labour, and 134 out-patients 
were treated. In September, 1751, the out-patient department 
was discontinued and the title of the hospital shortened to “ The 
City of London Lying-in Hospital for Married Women.” In 
1753 the matron’s salary was £15 a year, and there were 
employed in addition four nurses at £8 a year each and one 
domestic servant at £5 10s. At this time all confinements took 
place in the wards; it was not until after 1860 that separate 
labour wards were provided. 

A third move was made in 1773 to a site on the corner of 
City Road and Old Street, near St. Luke’s Hospital for Lunatics 
and the Fox and Goose ale-house, where the present building 
now stands. The ground was leased from its owners, the 
Governors of St. Bartholomew’s Hospital, and the foundation 
stone was laid on October 10, 1770. Although the treasurer 
reported that he had put gold, silver, and copper coins under 
it, no trace of these was found when the old building was 
demolished in 1903. The building cost £3,000, was built princi- 
pally of wood, and comprised two stories. It was planned to 
accommodate 42 patients in three wards. In the rear a garden 
measuring 40 by 140 feet testified to the suburban character of 
the neighbourhood at that time. The chief source of revenue, 
apart from regular subscriptions, was derived from an annual 
sermon preached at one of the City churches, followed by a 
festival dinner at one of the taverns. The money collected at 
these festivities ranged from £300 to £600 or more. This method 
of raising funds fell into disuse, although occasionally it was 
revived again ; a festival dinner in 1906 produced £2,592. 

Pupil midwives were accepted as early as 1771. Board and 
lodging were provided, besides the usual allowances of tea 
and beer. The period of training at this time was about two 
months, extended to three months in 1780. Before 1814 a fee 
of 10s. 6d. per week was being charged for the board of female 
pupils, but in that year the fee was raised to 21s. In the 
early days of the hospital it was customary to remind the 
patients of their position as recipients of kindness. On entry 
they attended before the committee to be admonished as to 
their conduct during treatment, and on their discharge 
they were again reminded of the benefits conferred upon 
them. 
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‘ compromised by deleting the word “only.” 


In 1778 it was ordered “that an iron bedstead and bedding 
be procured and set up in a most convenient part of the house 
for the reception of any patients that have any malignant 
fever or putrid fever on them.” Later, in 1791, certain alleged 
abuses were investigated. They were stated to be (1) want of 
light in the wards at night, (2) demands by the nurses for tea 
and coffee from the patients, (3) the fact that the matron 
engaged in private practice, and (4) that the pupils were left 
to themselves after five days’ supervision. The inquiry showed 
that it had always been customary for tea and sugar to be found 
by the patients for the nurses, who had been hired on that 
understanding. The matron had been permitted the privilege 
of private practice, but she had always provided a substitute. 
As a result of the inquiry it was directed that a candle should 
be left burning in each ward at night, and that for the future 
no nurse was to demand anything from the patients, the sum 
of £2 10s. being added to the usual wage of £8 a year in lieu 
of all allowances of tea and sugar. It was also reported that 
the matron’s indulgence in private practice had not occasioned 
any neglect or injury to the patients in the hospital. In the 
course of the inquiry a question put to the matron about the 
advisability of providing a separate labour room brought the 
reply that “a separate room for labours would create dissatis- 
faction, experiments would be suggested and suspected, the only 
safe method was that of deliveries in the wards ; besides that, 
there is no room in the house.” 


Female Pupils Only 


From time to time the committee had received applications 
for the admission of male pupils for instruction in midwifery, 
but they set their faces steadily against this proposal, and in 
1819 a notice stating that “Instruction in Midwifery is for 
Female Pupils Only ” was painted on the front of the hospital. 
In April, 1830, however, it was resolved “that it be recom- 
mended to the General Court to consider the propriety of 
admitting other than female pupils,” and in August of that 
year inquiries were made about the conditions governing the 
admission of male pupils to Westminster Hospital. In 
September of the following year pressure from the medical 
staff resulted in a special meeting to consider the propriety 
of recommending the erasure of the notice on the outside of 
the hospital respecting “female” pupils. The authorities 
Male students 
were not in fact admitted to the practice of the hospital until 
the opening of the present building in 1907. Down to, the 


end of 1921 the number so admitted was 
385, there being accommodation for only 
two at a time. ' 

Modern conveniences did not escape the 
notice of the committee, for in 1816 a heat- 
ing stove and flues were installed at a cost 
of £52 10s. after inspection of “the heating 
arrangements for warming the Gallery of 
Antiquities in the British Museum.” Out- 
breaks of puerperal fever were not unknown, 
and caused the closure of the hospital for 
short periods on several occasions. Despite 
elaborate alterations and improvements the 
continuance of these outbreaks led the 
authorities to conclude that the only remedy 
was the rebuilding of the hospital. A resolu- 
tion to rebuild at a cost of £12,000 was put 
in 1882 but was defeated, and another 
attempt made to carry on with further 
improvements. 

New rules were made for the promotion 
of cleanliness and efficiency ; a separate bed- 
pan was provided for each patient, a jug and 
basin were to be kept in each ward, wire 
mattresses replaced straw palliasses, and (in 
1903) separate cots were provided for the 
babies “to prevent death through overiay- 
ing.” It was not until 1888 that it was 
decided to admit single women for their first 
deliveries, a decision reached despite considerable opposition 
both then and later. 

In 1893 the staff consisted of the matron, head nurse, night 
superintendent, two midwives, one needle-woman, six servants, 
and a messenger, besides eight pupil midwives and 19 pupil 
nurses. The cost of provisions (including beer) had been esti- 
mated a year before as 6s. 10$d. a week for each inmate, as 
against 6s. 23d. in 1889. 

By 1901 it became obvious that the provision of a new build- 
ing could no longer be delayed. The hospital was showing 
signs of disintegration and a considerable part of it was con- 
demned by the L.C.C. ‘For this, the authorities blamed the new 
underground railway running beneath City Road. Accord- 
ingly the old building was pulled down and replaced by the 
present structure at a cost of nearly £35,000. During the pro- 
cess of rebuilding the work of the hospital was carried on in 
temporary premises at 228, Old Street. 
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CITY OF LONDON MATERNITY HOSPITAL 


Since the beginning of the century the Se 
hospital had realized the importance of post- : 
natal care, and its child-welfare work had by 
1916 increased so greatly that a properly 
organized department became necessary. In 
1920 a paediatrician was appointed. Ante- 
natal care had not been overlooked ; the new 
building included a special department for 
this purpose, with two obstetric surgeons. In 
1918 a further change in the name of the 
hospital was made. It was felt that the 
words “Lying-in” were no longer suffici- 
ently comprehensive, having regard to the 
great developments in the work of the 
hospital, and the name was accordingly 
altered to “City of London Maternity 
Hospital.” 


Wartime Destruction 


_ The war of 1939-45 was the most disas- 
trous event in the history of the hospital. 
Just before its outbreak the board of 
management took over Brocket Hall, near 
Welwyn Garden City, Herts, and equipped it 
with 49 beds. On September 2, 1940, half 
the hespital, which at that time had 82 beds, 
was evacuated to Brocket Hall. On Septem- 
ber 9 the hospital was struck by a bomb, the 
northern wing being demolished, fortunately 
without loss of life. Within a short time — 
and to the accompaniment of continuous 
gunfire, patients were evacuated to’ Friern 
Barnet Hospital, nearly 10 miles away. 
Damage to the hospital was so extensive that the admission of 
patients became impossible and has not yet been resumed. Those 
applying for admission were accommodated either at Brocket 
Hall or at Friern Barnet. Even these places were not immune, 
for bomb damage was sustained by both. A second bomb at 
City Road on April 6, 1941, caused further extensive damage, 
and a third on May 10 completed the work of destruction. 

In the meantime negotiations had taken place with the 
Governors of the London Fever Hospital, Islington, for the use 
of their private block of 30 beds. Subsequently this hospital 
was taken over by the Royal Free, and the arrangements con- 
tinued until the opening of the Hanley Road Hospital in 
November, 1949. During all this time the antenatal and post- 
natal clinics had continued to function, with only occasional 
interruptions. 


Premature Baby Ward. 


With the reorganization of hospitals under the National 
Health Service the hospital was incorporated in the northern 
group with the Royal Northern Hospital at its head. The end 
of hostilities found the hospital in great difficulties regarding 
accommodation. Its evacuation centres were required by their 
owners, but the Ministry of Health came to the rescue and 
made possible negotiations for premises in Hanley Road, Isling- 
ton, near its new parent hospital. This provided accommoda- 
tion for 52 beds, a figure which it is hoped will soon be 
increased. The antenatal clinic still functions at City Road, 
which also deals with the administrative work of the 
hospital. 

When the new premises came into operation in November, 
-1949, it was felt that an opening ceremony could appropriately 
be delayed to coincide with the two-hundredth birthday of the 
hospital. Accordingly a bicentenary service conducted by the 
Bishop of Stepney and attended by the Lord Mayor 
of London, who is president of the hospital, is being held on 
March 31 in St. Saviour’s Church adjoining the new premises 
at Hanley Road. Suitable celebrations will follow at the 
hospital. 

Among famous names associated with the hospital there may 
be mentioned John Coakley Lettsom, the philanthropic Quaker 
who for many years enjoyed the largest practice in the City. 
He was physician-extraordinary at the hospital from 1785 until 
the time of his death in 1815. More recently, the late Sir 
Comyns Berkeley was obstetric surgeon and consulting 
obstetric surgeon. Sir Eardley Holland has been similarly 
associated with the hospital since 1909. Sir Robert Young, 
who was appointed to the hospital staff in 1909, is now 
consulting physician and shares with Sir Eardley Holland the 
distinction of having served the hospital for a longer period 
than any other member of the staff with the exception 
of its first apothecary, William Ball, who held office from 
1750 to 1796. 

A short history of the hospital written by the late Ralph B. 
Cannings, secretary for 24 years, was published in 1922 and 
has been revised in manuscript up to 1944. It reflects some of 
the changes that have taken place in obstetrics during the past 
two hundred years and the affection in which the hospital has 
always been held by those associated with it, both as admini- 
strators and as patients. The bicentenary year of the hospital 
would be an appropriate time for its republication. 
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Correspondence 


Speech Disorders in Childhood ~ 

Sm,—Your leading article “Speech in Childhood” (March 
11, p. 594), commenting on the admirable report of Drs. D. 
Court and H. Miller and Miss M. Morley, rightly emphasizes 
the need for more extensive research into the incidence, 
aetiology, and treatment of speech disorders in children. The 
experience of some years has shown that such investigation and 
treatment can be carried out only by an adequate team of 
workers, each an expert in a particular department, and includ- 
ing neurologist, psychiatrist, otologist, educational psycholo- 
gist, and speech therapist, with facilities for reference to a 
paediatrist and plastic, orthopaedic, dental, and neurological 
surgeons as occasion arises. 

Those of your readers concerned with the subject of speech 
disorders in childhood may be interested to know that the 
investigation and treatment of speech disorders on these lines are 
being carried out at Moor House Residential School of Speech 
Therapy, situated at Hurst Green, Oxted, Surrey, which was 
founded in 1946 and opened in 1947. In the Department of 
Speech Disorders of the West End Hospital for Nervous 
Diseases, London, it became increasingly apparent that certain 
cases of speech disorder in children could not be fully investi- 
gated or treated satisfactorily as out-patients. Not only is it 
impracticable for parents or guardians to spare the time to 
bring such cases to an out-patient department when repeated 
visits are necessary, especially when’ living at a distance, but 
frequent attendances interfere seriously with the child’s general 
education. Furthermore, no opportunity is afforded for the 
careful and prolonged observation which is so often essential 
to determine the cause of a speech defect and to assess the 
results of treatment. 

At Moor House’ School the children receive both speech 
therapy and general education. The school is under the admini- 
stration of its own Committee of Management and is grant- 
aided by the Ministry of Education ; a close co-operation exists 
between the medical branch of this Ministry and the Committee 
of Management. The technical staff includes myself as 
honorary medical director, a senior speech therapist as principal 
of the school, two assistant speech therapists, two educational 
psychologists, an additional neurologist, a psychiatrist, and two 
otologists. The educational staff consists of a headmistress 
and assistant mistress. We also have the assistance of senior 
students of the Speech Therapy Training School of the West 
End Hospital for Nervous Diseases. Any special investigations 
—neurological, psychiatrical, or otological—are carried out in 
the appropriate department of the West End Hospital for 
Nervous Diseases. Preliminary investigation is almost invari- 
ably necessary in order to determine the suitability or otherwise 
of a particular child for admission to the school. Details of 
the case are then submitted to a case committee, consisting of 


members of the technical and educational staff, for a final - 


recommendation. These cases requiring prolonged observa- 
tion and investigation in order to arrive at a satisfactory 
diagnosis are admitted to the diagnostic unit of the school. If 
proved unsuitable, an appropriate recommendation is made on 
discharge as to the educational needs of the child and the type 
of school indicated. 

A comparatively small proportion of the cases on behalf of 
whom applications are received prove suitable for treatment 
and education at Moor House School. Many of the cases sent 
for possible admission are found to be suffering from congenital 
or infantile deafness—either from deafness involving the whole 
range of hearing or from high-frequency deafness. The propor- 
tion of cases seen in whom some form of deafness is the cause 
of the speech defect is much higher than that in Drs. Court and 
Miller and Miss Morley’s series of cases, and amounts to fully 
30%. Cases of deafness, once diagnosed, are referred to 
appropriate schools for the deaf. Another large group are those 
children who prove to be mentally defective. No case with 
an intelligence quotient of less than 80 is accepted for Moor 
House School, as experience has shown that below this level of 


intelligence a child is unable to benefit from the education 
offered. Cases of stammering are not admissible in ordinary 
circumstances, as it is considered that most examples of this 
disorder can be treated as out-patients. Other cases admitted 
include various organic neurological disorders—mild examples 
of cerebral diplegia, of congenital athetosis, effects of kern- 
icterus, pseudo-bulbar type of cerebral agenesis, traumatic and 
other forms of aphasia, severe dyslalias, and cases of cleft 
palate. A full report of the first two years’ work of Moor 
House School is now in preparation and, it is hoped, will be 
published in the near future.—I am, etc., 


London, W.1. C. WorSTER-DROUGHT. 


/ 


Training of Medical Artists 


Sir,—After much thought I have decided that Dr. D. H. 
Tompsett’s letter (January 28, p. 251) about the training of 
medical artists in this country cannot be allowed to pass without 
protest. It is in many respects an excellent letter and gives 
merited praise to the artists of this country. But the proposal 
which is, I gather, to be put before the executive committee of 
the Association of Medical Artists is an unwise one. If 
accepted, the association would agree that all medical artists in 
future must study in one school—that sponsored by the Uni- 
versity of Edinburgh. I have no word of criticism to make 
about the Medical Art School at Edinburgh, far from it. The 
interest in it of Sir James Learmonth will certainly ensure that 
its standards are of the highest. None the less, I am sure that 
it is wrong that any young artist who wishes to take up medical 
illustration as a career should be compelled to go to one school, 
and one only, however excellent. 

Apart from the risk of illustration bearing a uniform stamp, 
of being stylized in one way (and, in spite of all protestations « 
to the opposite, this is very likely to happen), there are other 
objections. It will be hard for young people to have to leave 
their homes and be compelled to go to one centre without any 
choice. And what of the fully trained practising artist who 
wishes to bring his or her talents to the medical field ?. They 
could well bring a breath of fresh life into what can too often 
become a stereotyped idiom. There are enough artists among 
my professional brethren for them to know that freedom to 
develop the manner best suited to themselves, and in conditions 
that are convenient to their background, is an absolute necessity. 
I should be sorry indeed to see the artists, of all people, suc- 
cumbing to a piece of dragooning. 

Would not a better method have been that the qnltiention 
of a recognized artist should be given to those who have had 
(a) the general art school training, and (6) training with a 
recognized medical artist for, say, two years? At the end 
of this time the association might insist on them obtaining the 
Edinburgh certificate at whatever sort of examination it thinks 
best. Such a course would be more in keeping with the training 
of doctors. Like many others, I am very anxious that the 
Medical Artists’ Association should get off to the right start and 
not burden itself at the beginning with restrictive measures. 

Finally, it is only right that I should add that my own uni- 
versity is not entirely uninterested. Since 1946 it has encouraged 
medical art financially, and its official medical artist, Miss 
Dorothy Davison, has one whole-time trainee subsidized by the 
university and a part-time one. It was a condition of her 
appointment that she should train young people, but apparently 
my university is wasting some of its money.—I am, etc., 

Manchester. GEOFFREY JEFFERSON. 


Kidnapped Greek Children 


sir,—You have doubtless heard that 28,000 Greek children 
have been kidnapped from their homes by the Communist 
bandits and have been transported to various countries behind 
the iron curtain. Notwithstanding the cessation of hostilities 
after the defeat of the Communist bands, they are still forcibly 
held there under one or another pretext, frustrating the efforts 
of the Greek Government and UNO to repatriate them. 

As medical men, you can realize better than anyone else the 
whole extent of the crime committed against innocent children, 


Be 45 


; 
‘ 
hi 
| 
{ 
— 
| 
— 
| 


Marcu 25, 1950 


CORRESPONDENCE 


729 


who will suffer not only from the indelible psychic trauma 
caused by the privation of their parents and their homes, but 
also from the systematic perversion of their intellect. In short, 
they will be trained to forget the values and ideals of their 
country so that they may be sent back fully armed to fight 
their brothers. 

The Corfu Medical Society, in sympathy with the sorrow and 
mourning of the Greek people for this crime, worthy of the 
darkest ages of barbarity the world has ever known, appeals to 
you, our colleagues, in this hour of need, and begs you in the 
name of humanity and medicine to 

1. Use your influence in asking your Government to make all 
efforts for the return of the kidnapped Greek children to. their 
families. 

2. Broadcast as widely as possible this petition to all medical 
societies and leagues of your country, so that they should be 
apprised of this crime which casts dishonour on the civilization 
of our times. 

Trusting that you will not turn a deaf ear to the despairing 
cry of the thousands of mothers who, through us, beg for 
your help:—We are, etc., 


Corfu, Greece. Tu. SoRDINAS, 


Chairman. 
J. CHIMARIOS, 


Secretary. 
Corfu Medical Society. 


Maternity and the N.HS. 


Sir,—It was with great concern and regret that I read Pro- 
fessor James Young’s article on maternity and the National 
Health Service (February 18, p. 392). Just over four years ago 
there was a statement in the Journal (December 15, 1945, p. 833) 
of the “ Fundamental Principles of the Medical Profession ” in 
connexion with the National Health Service. Of these I quote 
two: 


“* The medical profession should remain free to exercise the art and 
science of medicine according to its traditions, standards, and know- 
ledge, the individual doctor retaining full responsibility for the care 
of the patient, and freedom of judgment, action, speech, and publi- 
cation, without interference in his professional work.’ 

“* The citizen should be free to choose or change his or her family 
doctor, to choose, in consultation with his family doctor, the hospital 
at which he should be treated, and free to decide whether he avails 
himself of the public service or obtains independently the medical 
service he needs.” 


It appears from his article that Professor Young would 
exclude the majority of general practitioners from “ retaining 
full responsibility . . . and freedom of judgment and action” 
in caring for the pregnant and labouring woman. In the main 
this work is to be undertaken by midwives and the staffs of 
hospitals. It should be unnecessary to remind Professor Young 
that even general practitioners are qualified to practise mid- 
wifery and obstetrics, and if after qualification they are con- 
sidered unfit so to practise the responsibility must rest with 
teacher and examiner rather than with the examinee. If the 
general practitioner is not to practise midwifery, then let this 
subject be excluded from the curriculum. If he is to do so he 
should be encouraged to do enough to maintain a high standard 
of efficiency. Professor Young states: “The administrative 
arrangements necessary to regulate the general practitioner’s 
part in the maternity service present considerable difficulty.” 
But doctors (including G.P.s) were promised clinical freedom 
under the National Health Service. Whence, then, this need 
for “ regulation” ? We may be thankful indeed that it presents 
some difficulty. 

Let us consider now Professor Young’s treatment of the 
patient. For her, it appears, there is to be no freedom at all. 
In discussing the dual responsibility of the local authority and 
the maternity hospital for antenatal care, Professor Young 
says: “ This anomaly would largely disappear by the unification 
of the arrangements for the disposal and control of all women 
in the area.” It seems pertinent to ask whether he regards such 
women as so many chattels—or even cattle ? 

“The unbroken continuity and singleness of control of the 
woman throughout the whole of her time of pregnancy, labour, 
and puerperium” is claimed by Professor Young to be “ the 


aim accepted by us all as the ultimate desideratum.” This 
suggests that there would be no escape for the woman if she 
should happen to take a dislike to her particular dictator. I 
can, however, assure him that this aim is not accepted by us 
all, for there are still some doctors who believe that the welfare 
of the expectant mother is bound up with her happiness and 
freedom to choose whom she will consult, and where she will 
go for her confinement—aye, and a few of us will fight fo: this 
freedom to the last ditch—I am, etc., - 


‘ Stanmore, Middlesex. H. B. WoopHOUSE. 


Acute Inversion of the Uterus 


Sir,—The following case is unusual. 


A primipara aged 26 experienced uterine haemorrhage when three 
months pregnant. The haemorrhage responded to rest and sedation. 
Ten days after the expected date of delivery weak pains commenced 
in the early hours of the morning. After lunch the pains occurred 
at ten-minute intervals, but were not severe. At 4.30 p.m. she was 
experiencing fairly strong intermittent pains, but rectal examination 
at 5.p.m. revealed that the os was not taken up. She was very rest- 
less and was given 1 fl. oz. (28 ml.) of mist. pot. brom. et chloral. 
After this she had only four significant pains until 6 p.m., when they 
became pushing in nature. At 6.15 p.m. she was bearing down with 
the membranes visible, and they were then ruptured. 

At 6.30 p.m. she was delivered of a healthy male infant weighing 
9 lb. 6 oz. (4.2 kg.) while under light open chloroform anaesthesia. 
The uterine fundus was felt to be hard at 6.40 p.m. and there was a 
gush of blood from the vulva. At 6.45 p.m. the placenta appeared 
in the vulva and one corner was adherent to the uterine wall. The 
placenta was peeled off and the uterus slipped back from view. A 
hand was introduced into the uterine cavity and the fundus was 
pushed up until it was felt on bimanual examination to be no longer 
inverted. The placenta was very large and would appear to have 
adhered to a very large part of the uterine cavity before delivery. 

The patient looked pale, and ergometrine 0.5 mg. was administered 
intramuscularly. The pulse rate increased to 90 per minute and a few 
minutes later blood began to gush from the vulva. The patient 


2 3 4 


collapsed, and 2 ml. of “ coramine ” was administered intramuscu- 


- larly.” Blankets and hot-water bottles were applied and the foot of 


the bed raised. A further injection of ergometrine was given. 

She was then transferred by ambulance to the Maternity Depart- 
ment of the County Hospital and taken straight to the delivery 
room. There she was found to be very restless, pale, and shocked, 
and complaining of severe abdominal pain. The uterine fundus 
appeared normal on abdominal examination. Morphine 3} gr. 
(16 mg.) was administered and an intravenous plasma infusion was 
commenced, but the veins were very collapsed and great difficulty 
was encountered. Four pints (2.3 litres) of plasma were pumped into 
the collapsed vein, but the degree of collapse gradually increased 
and she died at 10.45 p.m. 

Necropsy was carried out by Dr. Donald Teare. The uterine 
fundus was inverted as shown in the picture. The lower segment of 
the uterus was extremely thin and the upper segment was markedly 
thick and muscular. No other abnormality was found in the uterus. 
The tissues were very pale. No abnormality was found in the 
pituitary gland, kidneys, or any other system. 


tion = 
lary 
ples 
ern- 
and 
[oor 
| be 
T. 
H. 
of 
10ut 
ives 
osal 
Jni- 
ake 
The 
that 
ool, 
ions 
ther 
save 
who 
‘hey 
— 
had 
uni- 
Miss 
the 
her 
unist 
forts 
the 
iren, 


730 Marcu 25, 1950 


CORRESPONDENCE 


Mapicat JOURNAL 


It would appear that the great size and weight of the placenta 
caused it to appear in the vagina while the upper portion was 
still attached to the fundus, and that this initiated the process 
of inversion, which was accentuated by the thinness of the 
lower segment, through which the heavy upper segment dropped 
with ease. Collapse from profound shock in cases of acute 
inversion of the uterus would appear to be immediate. The 
uterine fundus must be replaced at once and the entire 
armamentarium for the treatment of shock exhibited without 
delay. 

o ~ g thanks are due to Miss Joyce Morgan for permission to 

lish. 


—We are, etc., 
Davip CROOK. 
FREDERICK KOHN. 
Eastcote, Middlesex. T. Davip LAMBERT. 


Gynaecology and Surgery 

Sir,—I am one of the gynaecologists in whose heart sympathy 
has been aroused by Mr. Victor Bonney’s letter (February 4, 
p. 303). There is no need to endorse Mr. Douglas MacLeod’s 
tribute (March 4, p. 548) to the greatest pioneer and exponent 
of the “art of gynaecological surgery.” Gynaecologists old 
and young realize their indebtedness to him, but it is doubtful 
if the younger generation fully appreciate how great was his 
contribution towards obtaining the recognition of gynae- 
cology as a surgical specialty. It is ironical that - the 
creation of a Royal College of Obstetricians and Gynaecologists 
can actually threaten the recognition so dearly gained, but that 
the danger exists is beyond doubt. Indeed, it becomes more real 
as the Membership of the R.C.O.G. comes to be accepted as 
the “only” higher qualification required of a gynaecological 
surgeon. 

The gap between the Colleges has grown too wide to allow 
of fusion and it may be too late for appointing authorities to 
insist on the F.R.C.S. as an additional qualification, but is it 
too late to invite the Royal College of Surgeons to appoint 
co-examiners for the membership, their function being to set 
papers on surgical pathology and anatomy, and surgery of the 
abdominal cavity? All candidates for Membership of the 
R.C.O.G. would have to reach the Fellowship standard: in this 
section to merit admission. “Divorce proceedings” were 
initiated by the late Professor Blair Bell. There is still time to 
prevent the decree nisi being made absolute.—I am, etc., 


Cambridge. OswaLp Ltoyp. 


Anaesthesia for Fenestration Operation 


Sir,—Further to Dr. B. G. Hutchinson's letter (February 18, 
p. 436) on anaesthesia for the fenestration operation. A series 
of 45 consecutive cases have been anaesthetized by Dr. A. O. 
Bruce and myself by another technique for Mr. I. B. Thorburn. 

The patients varied from 18-49 years of age. The night before 
operation a sedative was given, “ nembutal” 14-3 gr. (1-2 g.); one 
and a half hours before operation they were given “‘ omnopon” 
1/3 gr. (22 mg.) with scopolamine 1/150-1/300 gr. (0.1-0.2 mg.), and 
an amethocaine lozenge to suck. An injection of from 10-15 mg. 
curare followed by an average of 0.5 g. of thiopentone was given, 
and a wide-bore endotracheal tube lubricated with amethocaine jelly 
was passed by direct vision through the mouth. This was preferred 
to the nasal route, for the large tube required to prevent any 
resistance or straining repiration is likely to cause minor trauma to 
the mucous membrane of the nose, with subsequent discharge, 
forcible nose blowing, and possible disturbance to the ear. 

The pharynx was packed and the tube connected to a Boyle 
machine delivering 30% oxygen and 70% nitrous oxide. The 
expiratory valve was kept wide open and a flow of seven litres a 
minute maintained; the reservoir was kept in the circuit for most 
of the operation. It was felt that this method ensured adequate 
elimination of carbon dioxide, 

An intravenous drip of 0.5-0.75 litres of 5% glucose in physio- 
logical saline, delivering 40-60 drops a minute, was set up as soon as 
the patient settled. Five per cent thiopentone was given in fractional 
doses throughout the operation by this drip. The total thiopentone, 
including the inducing dose, varied from 1.36-2.75 g. The drip was 
felt to be beneficial, in that it provided an easily accessible means of 


giving the thiopentone and that it provided for the fluid requirements 
of patients who had little by mouth for 24 hours, and the glucose 
protected them against ketosis. The pulse rate remained regular, of 
good volume, and did not vary from the pre-operative level. The 
respiratory rate was not depressed and the volume was good. 

The technique produces smooth anaesthesia with quiet respiration 
and allows the surgeon to maintain a bloodless field. The injection 
of 1 in 20,000 adrenaline does not affect the pulse rate and the 
surgeon is not deprived of the use of diathermy. Recovery is rapid, 
with no post-operative complications, 

Before this technique was adopted a series of sixteen cases 
were operated on using heavy sedation with nembutal, omnopon 
and scopolamine, and local analgesia. It was found that the 
patients were frequently restless during and after the operation, 
that their respiratory rates were depressed, and their pulse rates 
increased.—I am, etc., 


Blackpool. Doreen M. NELSON. 


Sm,—I have followed the correspondence on the above 
subject with interest, and would like to thank Dr. Rex Binning 
for describing the technique used in Mr. E. R. Garnett Passe’s 
cases. Mr. E. R. Garnett Passe was responsible for introducing 
the method to me on his return from America in 1945. Dr. J. 
Kennedy Harper and I hope to publish in detail the method 
we now use, which has been evolved in over 1,000 cases.— 
I am, etc., 


London, N.6. G. P. Fox. 


Sir,—All the writers on the subject of anaesthesia for the 
fenestration operation (February 18, p. 436, and March 11, 
p. 608) draw attention to congestion preventing the attainment 
of the necessary bloodless field. The details of anaesthetic 
technique necessary to avoid the predisposing high venous 
pressure, in my opinion the only cause of troublesome bleeding, 
have not, however, received sufficient emphasis. 


In addition to the well-recognized relative or absolute respiratory 
obstruction and hypoxia, the factors contributing to congestion are: 
a nervous tense patient; apnoea or respiratory depression, even if 
relieved by pulmonary inflation ; coughing and straining (a few force- 
ful coughs will produce troublesome congestion lasting quite twenty 
minutes after quiescence is restored); marked muscle tone; reflexes 
due to the presence of an endotracheal tube, as Dr. Stanley A. Mason 
points out in his letter; and gravity. Only by excluding all these 
can success be assured. 

I made a trial of methods such as described by Dr. Mason and 
Dr. Rex Binning, using naso-pharyngeal tubes, but found that, how- 
ever well one started, flexion of the neck with impairment of the 
airway occurred. As even the most unobtrusive attempts at correc- 
tion rewarded me with the full glare of a headlight from behind 
which a stony voice might inquire, “I hope I’m not in your way,” 
it was decided to abandon the head entirely and remain in the shade. 
My technique therefore is to give two doses of phenobarbitone, 1-2 gr. 
(65-130 mg.) at 2 and 8 p.m. on the day before operation, one 
similar dose four hours before, and premedication with “‘ omnopon ” 
1/3 gr. (22 mg.) and scopolamine 1/150 gr. (0.45 mg.) one hour 
before. After a preliminary spraying of the mouth and pharynx with 
10% cocaine solution anaesthesia is induced with thiopentone, 
which is continued fractionally in doses insufficient to produce 
apnoea, during intubation and for maintenance. For the latter 
purpose, it is undoubtedly superior to trichlorethylene, partly 
due to the muscular hypotonia present even in light anaesthesia. 

Deliberate cocainization of the larynx and trachea is next carried 
out under direct laryngoscopy, using a Negus spray. A short unkink- 
able endotracheal tube, not less than 11 mm. bore, smeared with 
nupercaine lubricant, 10%, is placed in position. It is important 
that the presence of the tube is undetected by the laryngeal or tracheal 
sensory nerve endings. Connexion to a semi-closed type apparatus, 
having no spring on the expiratory valve, is. by a straight adaptor of 
12 mm. bore and only 2} in. (6.2 cm.) long. A 50% N,O-oxygen 
mixture is administered throughout at 8 litres per minute (i.e., mainly 
for oxygen supply) until towards the end of the operation, when the 
oxygen is gradually reduced to 20%. 

When the patient has been placed on the operating table, it is 
tilted to raise the head until the external jugular veins collapse. A 
table which “ breaks” in the middle is very useful. This elevation 
of the operation site also provides a test for efficient cocainization, 


when: the veins need be only a few inches above the manubrium to 


collapse. Whereas without topical anaesthesia, though respirations 
are rhythmical and the airway free, a considerable elevation is 
required. (Perhaps some physiologist will explain this.) - m 
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Arterial haemorrhage is rarely a problem at any stage of the 
operation, It is reduced in the soft tissues by infiltration with 1 in 
100,000 adrenaline and can be rapidly and adequately controlled by 
surgical methods. Blood-pressure charts show that a reduction of 
the systolic pressure to 80 mm. Hg does not abolish this type of 
bleeding, while conversely a rise’ of 15 mm. has been recorded in a 
perfectly satisfactory case. Such major procedures as Dr. John 
Gillies’s high spinal technique, multiple sympathetic block, or arterial 
bleeding as noted by Dr. Mason are not necessary. Without them 
the anaesthetist should still be dissatisfied unless the bone when 
opened has a cadaveric whiteness, and he should bow his head with 
shame should suction and adrenaline have to be used on account 


of haemorrhage. 
My thanks are due to Mr. A. Leigh and Mr. E. Glatz, the aural 
surgeons with whose co-operation this technique has been developed. 


—I am, etc.; 
Bath. JAMES MONTGOMERIE. 


The G.P. Obstetrician 


Sir,—I wish to answer some of the criticism that has been 
hurled at the general-practitioner obstetrician in the last week 
or two. In the first place, the G.P. is in the position of know- 
ing the family and the family history. Secondly, he does the 
antenatal examinations throughout and attends the confinement. 
In this partnership we have for some years done a monthly 
examination for the first thirty-two weeks of pregnancy, followed 
by a fortnightly and finaliy a weekly examination. In all our 
cases, as a routine, a full blood count, an Rh and group deter- 
mination, a W.R., and a radiograph are done at the 36-38th 
week. We atiend every confinement where it is physically 
possible to be present. Where necessary the services of a con- 
sultant are obtained for an opinion. In this way we are in 
constant touch with all the developments personally, and well 
able to anticipate any complications at the earliest possible 
moment, and to take steps to deal with them. 

Our difficulties arise when we are called out by a “ midwives’ 
aid.” Here the case has been treated at the local antenatal 
clinic. We know nothing of the previous history of the case 
at all, nor does the patient know us. I have never received any 
communication from the medical officer at an antenatal clinic 
about the condition of one of my patients who has been seen at 
their clinic, nor in fact is there any space on the L.C.C. ante- 
natal form for the name of the patient’s G.P. We well know 
that the clinic doctor is never available at the confinement. In 
many cases the Rh has not been done (it has only been done as 
a routine at the local clinics here for the past few months), and, 
in any case, if it has we are not acquainted with the findings. 

I can see no argument in favour of having antenatal treatment 
done by medical officers who may not have attended a confine- 
ment for twenty years, as happens under our present system. 
Potentially, normal midwifery is undoubtedly the job of the 


_G.P. obstetrician and he should accordingly be paid a fee that 


is adequate to repay him for the immense amount of work that 
is required to do the job satisfactorily. I refuse to attend those 
of my patients who attend a clinic (except in an emergency). I 
tell them that either they come to me and I will attend them 
throughout, or that they must attend the clinic and rely on their 
grossly inadequate services—I am, etc., 


London, S.W.2. R. CrosBiE WALSH. 


Health and the Soil 


Sir,—I am surprised that the correspondence on a subject of 
such overriding importance as health and the soil, stimulated 
by Dr. G. T. Wrench’s letter (November 19, 1949, p. 1178), 
should not have been given more prominence in your columns. 
General indifference towards this subject is borne out by the 
fact that your two articles on the B.M.A. Nutrition Committee’s 
report (March 4, pp. 531 and 541), which presumably bring out 
the most important facts in. that report, make no reference. 
whatever to the quality of food, but deal almost entirely with 
calorie intake and analysis of diet in terms of protein, fat, 
carbohydrate, and a few of the minerals and vitamins. In this 
connexion an article by Sir Leonard Hill, appearing in the 
Journal as long ago as 1938 (August 2, p. 417) and describing 


‘a case of adequate nutrition in which calories appeared to take 


a back seat, would be worth re-reading. 

The work of Howard and McCarrison seems to be studiously 
neglected by the bulk of the medical profession, and the excuse 
suggested by Dr. Angus Campbell (December 10, 1949, p. 1357) 
—namely, “ fragmentation,” seems to me to be quite inadequate. 
Unlike Dr. Campbell, I cannot remember my late teachers in 
the years immediately before the war making a single reference 
to McCarrison’s work. 

Recent news in your columns (February 4, p. 295) that 
‘nitrogen trichloride in flour is to be replaced by further 
unnatural treatment with chlorine dioxide, because the latter has 
not been definitely proved to be toxic to animals or man, 
should have been received with alarm and not with 
complacency. 

Even if the agricultural authorities were to take steps to profit 
by Howard’s work, as long as the medical profession maintains 
its present lack of interest in this subject the cos: of the Health 
Service will continue to mount, and the despised quack practi- 
tioners, armed with a few simple dietetic principles which should 
be in the possession not only of every doctor but of every 
intelligent person in the land, will continue to reap a deservedly 
rich reward.—I am, ete., 


Bewdley. E. H. Eason. 


Plastic Bone Models 


Sir,—In the article on plastic bone models (February 25, 
p. 482) it is stated that “the art of modelling human bones and 
casting them in plastic was conceived by Blaine in 1945.” It 
may interest you to know that in 1944 I had made for me: by 
the Army Dental Training Establishment plastic models of the 
jaws to illustrate various conditions. Previous to this Lieutenant 
Colonel Brazenor, R.A.D.C., had been mhaking similar models 
in plastic, and I do not think even he claimed the idea as new. 
—I am, etc., 


London, W.1. R. A. BRODERICK. 


Students’ Literary Style 

Sir,—Were I a professor I should be indignant at Dr. William 
Harkins’s letter (March 11, p. 611), for, though he agrees with 
Mr. Ranger M. Whelan (February 18, p. 441) in associating 
the modern student's lack of literary style with the crowded 
and specialized curriculum, he would like to lay equal blame 
on “ the teaching ineptitude of the university staffs in the faculty 
of medicine.” This I consider to be misplaced criticism. 
Admittedly, the good teacher can do much by his influence and 
example to inculcate in the student the art of observation, 
the habit of clear thinking, of examining a patient proficiently, 
and so on, but it is doubtful whether he can markedly influence 
a student’s literary style for good any more than an indifferent 
one can for bad. 

For the “ apparent” lack of literary style Mr. Whelan rightly 
lays stress on the mass of specialized knowledge which has to 
be acquired in a relatively short space of time as compared 
with his counterpart of 25 years ago. What neither he nor 
Dr. Harkins has mentioned, however, is the fact that what 
remains of the student’s ever-decreasing spare time is often spent 
in ways which must ultimately prove detrimental as far as his 
literary style is concerned. After a hard week’s work and per- 
haps a strenuous week-end game, what student does not feei 
more inclined to go to the cinema, listen to the wireless (or 
watch the television), or possibly browse over an “aids,” to 
attempting something creative ? 

Certainly the present tendency is for the above attractions to 
take the place of. hobbies and other creative efforts, of reading 
good literature, and of writing in particular. And yet surely . 
it is only at such times that the student can develop his literary 
style to the full. Is it any wonder, then, that his style is now 
suffering ? However, while it may be true that the modern 
student’s literary style is degenerating, one may be sure that his 
talents are undergoing development in other directions.— 
I am, etc., 


London, S.W.1. Dovucotas A. BEGG. 
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Peckham Health Centre 


Sir,—The news that the pioneer health centre at Peckham has 
been forced to close its doors through lack of funds must have 
caused a deep feeling of loss and disappointment, not only 
among member families, but also in many parts of the world. 
It is a tragic symptom of the hour that at a time when fabulous 
sums of public money are being lavished on our “national 
disease service,” this inspired research on the living fabric of 
our society should go wanting. 

Surely the medical profession should raise its voice in protest, 
and somehow help to open the doors again, so that the Peckham 
member families can continue to live and grow in that building 
whose atmosphere was an inspiration to those who seek to 
understand the meaning of positive health. We doctors are 
engaged in weary patchwork therapy. The service which goes 
under the title of “health” will never, never answer the prob- 
lems of illness in our society, because must of the illnesses which 
we encounter from day to day come as a direct result of the 
way of life of a highly industrialized people, whose processed 
foods sap their bodies of vitality, and whose daily tasks are 
largely lacking in the creative outlet without which man cannot 
be happy and therefore healthy. 

As the appalling increase in neurotic and stress diseases con- 
tinues, so more and more money will be poured forth by the 
country in providing oceans of useless medicines and facilities 
for expensive patchwork procedures. Peckham has shown the 
other way; it has shown how wholeness in human relation- 
ships, in family, food, and play, mean absence of disorder. It 
should surely be our duty as members of a great profession to 
offer all the help in our power to save this experincent, whose 
lesson, if applied, might give new life and ‘health to thousards 
of our citizens.—I am, etc., 

Aberfeldy, Scotland. 


W. W. YELLOWLEES. 


POINTS FROM LETTERS 


Blows on the Solar Plexus 

Colonel C. M. Finny, R.A.M.C., writes: The following case history 
may be of interest to readers. A man received a blow in the epigas- 
trium while playing football. He was admitted to hospital within half 
an hour, suffering from dyspnoea and a persistent dry cough. When I 
saw him some minutes later he was receiving oxygen from the nurse 
on duty. The cough had stopped, but respiration was purely thoracic. 
On examination of the abdomen, the muscles were on guard and there 
was tenderness in both iliac fossae, and particularly over the upper 
left rectus. On percussion liver dullness was completely absent in 
front. His pulse rate was of good volume. His general appearance, 
however, did not fit in with the very suggestive physical signs—he did 
not look shocked and felt warm. I therefore left him for half an 
hour. On my return I found that all signs of serious injury had 
passed off: his respiration was normal, abdomjnal tenderness had 
gone, and liver dullness returned. The condition was evidently the 
result of a blow on the solar plexus. Though these symptoms are 
probably frequently seen in boxing circles, patients with them do not 
usually reach hospital. In this case possibly the patient’s muscles were 
relaxed at the time of the injury so that the symptoms persisted 
for a considerable time. 


Pencil in the Leg 

Dr. J. W. Crawrorp (Dartford, Kent) writes: I think$I can 
offer one explanation of how Dr. R. Bowesman’s patient (March 4, 
p. 553) sustained her injury. When we had O.T.C. field-Qays at 
school we were provided with blank cartridges for our rifles. To 
make the battle more interesting certain “ other ranks” took along 
as many pencil stubs as possible. These, when dropped down the 
muzzle, make most satisfactory projectiles, but, luckily, I never 
heard of a direct hit having been made. 


Teething Troubles 

Dr. J. T. Mactacuian (North Berwick) writes: There is perhaps 
no ailment in babies that exhausts mothers so much as teething 
troubles, as a teething baby will scarcely leave his mother’s lap. The 
following powder I have prescribed for many years with complete 
success: pulv, doveri $ gr. (16 mg.); phenazoni 4 gr.—to be given 
every four hours for three or four doses. This dose is suitable for a 
baby aged 6 months to 1 year. Double strength should be used for a 


baby aged 1-2 years. 


Obituary 


PROFESSOR ADOLF MEYER 

We announce with regret the death, on March 16 at the 
age of 83, of Professor Adolf Meyer. Professor Meyer 
had been professor of psychiatry at the Johns Hopkins 
University School of Medicine and director of the Henry 
Phipps Psychiatric Clinic since 1910. His contributions to 
American psychiatry had made him an outstanding figure. 
After serving the Johns Hopkins Hospital for 30 years he 
retired in 1941 and for some time past had been living 
quietly in Baltimore, Maryland. 

Adolf Meyer, the son of a Swiss Zwinglian minister, was 
born in Niederweningen on September 13, 1866. He com- 
pleted his medical studies at Zurich and passed the qualify- 
ing state examination in 1890. 
Two years of postgraduate 
study abroad followed. In 
France he was particularly 
impressed by the Déjerines, 
in Edinburgh he met Byrom 
Bramwell and John Wyllie, 
and in London he became 
deeply interested in the work 
of Gowers and in the method 
of approach of Hughlings 
Jackson and Huxley. At first 
Meyer looked forward to a 
career in comparative neuro- 
logy, and the thesis he wrote 
for his doctorate was on the 
structure of the forebrain of 
reptiles. In 1892 he sailed for the United States and settled 
in Chicago. In the following year he was appointed patho- 
logist at the Illinois Eastern Hospital at Kankakee. In that 
year, as docent in neurology at the University of Chicago, 
he conducted a course on the comparative anatomy of the 
nervous system, and in 18Y5 he gave the regular course on 
the anatomy of the brain. Adolf Meyer left Kankakee to 
take up an appointment, first as pathologist and later as 
clinical director, at the Worcester State Hospital, Massa- 
chusetts. It was during the eight years he spent there that 
Meyer reviewed critically the doctrines of the leading expo- 
nents of German psychiatry and: began to work out, on the 
basis of his own clinical material, an orderly system in which 
he could group all the material of psychiatric experience. 
He had always held that the clinical study of mental patients 
should be systematic and comprehensive, and he outlined 
then a method of case-taking which later became the 
standard method throughout the U.S.A. 

With his broad grasp of the possibilities in the field of 
psychiatry Meyer devised a programme which he was 
unable to carry out at Worcester because of some admini- 
strative objections. He therefore deci.fed to take up the 
directorship offered him of the Pathological Institute of the 
New York State Hospitals for the lisane, a post from 
which Van Gieson had resigned. This he did in 1902, and 
he transferred the Pathological Institute to Ward’s Island so 
that he could be in touch with the clinical material at the 
Manhattan State Hospital. There he continued his investi- 
gations into all aspects of mental disorder, his courses of 
instruction to postgraduate groups, and his lectures to 
undergraduates at the Cornell University Medical College. 
He also went on with his studies of the anatomy of the 
brain, and took an increasingly active part in medico-social 
work of all kinds. ; 


— 
— 
— 
— 
z 
— 
— 
— 
— 
| 
| 
i 
4 | 
| 
| 
— 
} 
— 
— 
— 
| 
— 
— 
fe | 
| 
| 
— 
— 
| 
> 
— 
— 


Marcu 25, 1950 e 


OBITUARY 


BRITISH 
MEDICAL JOURNAL 


Meyer was appointed professor of psychiatry at the 
Cornell University Medical College in 1904, two years 
after his marriage to Mary P. Brooks, of Newburgh, N.Y. 
He was eager to get a complete picture of the everyday life 
of his patients, and in those early days Mrs. Meyer visited 
patients and relatives in their homes on the East Side of 
New York, and thus in effect was. perhaps the first 
psychiatric social worker. The Johns Hopkins Hospital 
created the Henry Phipps Psychiatric Clinic in 1910, and 
Adolf Meyer was the obvious choice for the director of 
this new institution. The clinic was not opened until 1913, 
and for three years Meyer devoted himself to preparatory 
work. Assistants had to be chosen, the organization out- 
lined, and the work and methods of corresponding 
European clinics studied. At the same time Meyer con- 
tinued his clinical work in the out-patient department of 
the Johns Hopkins Hospital, and he delivered his Harvey 
lecture on “ The Present Status of Aphasia and Apraxia ” 
in March, 1910. With the opening of the clinic Meyer 
settled down to co-ordinating his work with that in the 
general hospital and with the teaching in the medical 
school. From the beginning the Phipps Clinic under 
Meyer’s direction exerted a remarkable influence on the 
general hospital of which it is part. Meyer devoted him- 
self particularly to teaching and training medical students. 

When the National Committee for Mental Hygiene 
established a department of psychiatric education with 
an advisory committee Meyer was appointed chairman. 
From 1937 he was honorary -president of this National 
Committee and also president of the International Com- 
mittee for Mental Hygiene. He was active, too, in the 
American Psychiatric Association, of which he was presi- 
dent in 1927, and the American Neurological Associa- 
tion, of which he was president in 1922. Meyer received 
honorary degrees from many American and foreign uni- 
versities, and he was elected to many foreign associations 
and learned societies. As recently as last year he was 
elected a foreign corresponding member of the British 
Medical Association. 

Meyer’s long life was one of untiring devotion to high 
social and scientific ideals. He was responsible for impor- 
tant contributions to his chosen field of medical work, and 
he earned and kept the affection and admiration of his 
pupils and his colleagues over more than 50 years. The 
April, 1937, issue of the Archives of Neurology and 
Psychiatry was dedicated to Adolf Meyer to mark his 
seventieth birthday and the twenty-fifth anniversary of the 
Henry Phipps Clinic. He had been a member of the 
editorial board of the Archives since 1929. All the articles 
in this special issue were contributed by pupils of Adolf 
Meyer, notably R. D. Gillespie, C. Macfie Campbell, and 
Franklin G. Ebaugh, who ended his tribute with these 
words : 


“ His is the living philosophy which must face life and society 
in their complex wholeness, avoiding the deceptive simplifica- 
tions which renounce the whole. His steadfast courage and 
optimism, his continuous loyalty to both ideals and friends 
have stimulated his associates to greater productivity. Although 
he has been critical, he has escaped destructive iconoclasm by 
building on the firmest of foundations—tested clinical experi- 
ence. He has given medicine psychobiology, wherein lies the 
hope of a sound unification of a world of conflicting theories.” 

Professor Sir David K. Henderson writes : The intimation 
of the death of Professor Emeritus Adolf Meyer, of the Johns 
Hopkins Hospital, Baltimore, will be received with profound 
regret throughout the medical world. The influence which he 
exerted throughout his career has been so far-reaching and has 
illuminated so many fields of medical work that it is difficult, 
at this moment, to assess all he stood for and all he meant to 


hundreds of medical students and colleagues, and to the patients 
and the patients’ relatives, with whom he was always so closely 
in touch. When I had the honour in 1908 of first becoming 
associated with him as an assistant physician on his staff at 
the Psychiatric Institute, New York, I realized at once 
that I was in the presence of a great man, whose influence 
had already made itself felt. Before coming to New 
York he had already, in Chicago and at the Worcester 
State Hospital, set a standard of research work and teaching 
which indicated that he would soon occupy the foremost place 
in American psychiatry. New York offered him a wider and 
broader field, and there he developed a psychiatric institute, 
the influence of which permeated throughout the whole of the 
United States. While he continued to investigate the causation, 
clinical course, treatment, and prevention of mental disorders, 
he developed alongside it a high standard of laboratory work, 
together with the intensive teaching of undergraduate and post- 
graduate studefts. I remember his personal interest in the 
investigation of all cases and the high standard which he 
demanded in relation to the consideration of the whole life 
history of the individual. He inculcated in all of us working 
with him the necessity of assessing the individual in relation 
to his background, and he developed the system of a chrono- 
logical life study of patients, which has proved to be one of 
the most fruitful ways of organizing the care and treatment of 
all psychiatric patients. He was a most inspiring teacher, and, 
while he demanded a high standard, yet he was generous in his 
praise, and gave all of us associated with him the greatest 
encouragement and stimulus. 

Later, at the Phipps Psychiatric Clinic at the Johns Hopkins 
Hospital, he developed his teaching techniques to an even 
greater extent, and he found time ‘to attend meetings all over 
the United States and abroad, where he expressed his point of 
view and influenced all who were brought into association with 
him. His approach was essentially a biological one in which 
he developed and formulated the view that all life was a 
reaction to stimuli either of the outside world or of the various 
parts of the organism. It was this idea which enabled him to 
make his great contribution to the understanding of schizo- 
phrenia and other psychotic states. His formulations, based 
on history-taking, on the importance of life studies, brought an 
interest into psychiatric work which previously had been lack- 
ing, and it is no exaggeration to say that his point of view 
changed the whole outlook on the care and treatment of 
psychiatric disorders. His investigative and original mind was 
always at work, and there was no branch of psychiatry, 
functional or more organically determined, which he did not 
illuminate. His interest did not confine itself, however, to 
merely the medical care of his patients under hospital condi- 
tions, but he brought into action all organizations of a social 
nature which could assist in the re-stabilization and socialization 
of the patient. He was probably more interested in the pre- 
ventive aspects and the development of mental hygiene as a 
community problem than in any other project. 

Furthermore, from his first beginnings Meyer always wanted 
to see how the clinical could be correlated with the pathological, 
how medical and nursing staffs could be more adequately 
trained, and how a preventive programme could be built up. 
He took an active and indeed the most prominent part in 


inaugurating the International Committee of Mental Hygiene, 


and presided at the First International Congress, which was 
held in Washington in 1932. For six years I had the honour 
to be associated with him both in New York and at Balti- 
more, and I can speak of the tremendous influence which he 
exercised on all of us who worked with him, and of the love and 
the admiration which we developed for him. He not only 
instructed us and advised us, but he set a standard for us which 
it was a pleasure to try to live up to. 

In our.more personal relationships he was kindness itself. 
We were made welcome to his home, and on countless occasions 
he and his wife, Mrs. Meyer, who was so intimately associated 
with him, showed us a consideration and personal kindness 
which were inestimable. We shall never forget the happy years 
we were privileged to live with them and to share in their joys 
and their sorrows. There was a charming simplicity in Adolf 
Meyer which added to his greatness and made him the fine 
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man he was. He loved mechanical puzzles and toys, and had 


a great aptitude in solving their intricacies and machinery. A ° 


rapid game of chess appealed to him, but, above all, he obtained 
relaxation and pleasure from his piano, and from the*duets 
which he and his wife and the assembled guests enjoyed so 
much. What wonderful evenings we had together at his home 
in N. Calvert Street, and later at Rugby Road, Baltimore. From 
every point of view, professional and personal, a great man 
has gone from us, but the memory of what he stood for in 
his character and his work will stand the test of time, and will 


live on for ever. 


Dr. Net MORRISON MACFARLANE died on February 18 at his 
home in Johannesburg at the age of 84. He joined the Basuto- 
land Government Service in 1893, only nine years after Basuto- 
land was transferred from the Cape Colonial to the Imperial 
Government. A man of unusual administrative and professional 
ability, he collaborated with Dr. Long in laying the founda- 
tions of a medical service which has been of untold benefit to 
Basutoland. 

Neil Macfarlane was born on January 2, 1866, at Stanley, 
Perthshire, Scotland. On leaving school he went to Aberdeen 
University, where he graduated M.B., C.M. in 1889, proceeding 
M.D. with honours in 1891. He intended to specialize in 
paediatrics, but for health reasons was obliged to leave Britain 
and settle in South Africa. After short spells of duty at 
Mafeteng and Mohale’s Hoek he was posted to Leribe in 1896, 
and there for the best part of twenty-five years he supplied 
single-handed the medical needs of a district with a population 
of over 80,000. For the first eleven years primitive huts served 
as hospital accommodation and elementary nursing was given 
by untrained native attendants. It was not till 1907 that he was 
provided with a modern hospital staffed by two European 
nursing sisters. In 1920 Macfarlane was appointed medical 
superintendent of the Botsabelo Leper Settlement, and three 
years later he succeeded Dr. Long as principal medical officer. 
Before his retirement in 1928 his services were recognized by 
the award of the C.B.E. Though he left Basutoland on pension 
over twenty years ago, his professional and administrative 
influence is still felt in the medical department. 

In the Boer War he was a civil surgeon in charge of a British 
military hospital at Leribe which served the sick and wounded 
of the forces operating in the North-eastern Free State. 
During the 1914-18 war he held a commission in the South 
African Medical Corps with the rank of major. Again in the 
recent war, at the age of 74, he offered his services to Basuto- 
land to release a doctor of military age. For four years from 
1940 he was in sole charge of the Scott Hospital, Morija, often 
attending up to 100 out-patients a day over and above his 
hospital work. His services here were cut short by an injury 
which deprived him of the use of his right hand. Nevertheless 
with amazing determination at the age of 79 he taught himself 
to write with his left hand. After his retirement in 1928 he 
settled in Durban, Natal, with his wife, formerly Miss Agnes I. 
Winchester, of Rathven, Banffshire, who survives him.— 
H. W. D. 


Lieutenant-Colonel H. H. Elliot writes: I was very sorry 
indeed to see in the Journal (January 28, p. 255, and March 11, 
p. 613) accounts of the death of Dr. L. G. BourDILLon. He 
was one of the finest medical officers with whom I have been 
associated. We served together in the same division in the first 
world war. I was withdrawn from my regiment to help 
Bourdillon in the office of the A.D.M.S., when suddenly we 
became involved in the German attack on the Aisne and the 
retreat to the Marne. The A.D.M.S. was severely wounded by 
machine-gun fire early in the action, but Bourdillon took over 
the job though his heart was always with the forward troops 
involved in a tremendous struggle against enormous odds. We 
spent much of our time combing woods and vineyards, helping 
abandoned wounded who had been missed by the stretcher- 
bearers. It was an exciting experience, and I had the pro- 
foundest admiration for Bourdillon, who always remained quite 
unruffled even in the most hair-raising situations. I lost touch 
with him after the war, but I am sure he must have been a 
wonderful general practitioner and one who will be much 
missed in the district in which he worked. 


Medical Notes in Parliament 


NATIONAL HEALTH SERVICE 
SUPPLEMENTARY ESTIMATES 


Details were given in last week’s issue of the Journal of those 
items of the Civil Supplementary Estimates for 1949-50 which 
related to the National Health Service (p. 675). 

Captain CROOKSHANK, opening the debate on these Estimates, 
on the motion to go into Committee of Supply on March 14, 
moved an amendment: 


“That this House, while bound by commitments entered into and 
payments already made, in anticipation of Parliamentary sanction, 
during the lifetime of its predecessor, deplores the failure of the 
Chancellor of the Exchequer to enforce his own instructions to 
Departments not to overspend so extensively their Estimates for the 
current year.” 


He said that in October, in order to deal with the devaluation 
crisis, economies of £90 million were announced by the Govern- 
ment. Then on March 6 of this year the Estimate of 
£148,402,365 was presented to the House. This was a stagger- 
ing bill, and to it must be added earlier Supplementary Estimates 
in the region of £22 million. This represented a shilling in the 
pound on the standard rate of income tax. 

Very nearly £100 million was required by the Ministry of 
Health and the Department of Health for Scotland. Last year 
everybody recognized the difficulties with the new Health 
Service of making what he presumed was not much more than 
a guess. Even then they had hoped that an intelligent guess 
would have been within 40% of the right answer. It was not. 
That was the margin of error last year, and this year the mistake 
was again 37%. That seemed to be a great deal in the second 
year of working of the National Health Service. He drew atten- 
tion to the Chancellor of the Exchequer’s policy set out in his 
Budget Speech when he said: 

“ Looking at Government expenditure as a whole, I have thought 
it advisable to issue to-day a Treasury Circular asking all Depart- 
ments to review again the expenditure which is likely to flow from 
the development of existing policies, so that it can be kept within 
the bounds of what is considered feasible. In particular, I have 
emphasized that only in special cases, such as, for example, major 
— policy, can any Supplementary Estimates in future be 
permitted.” 


This was the direction given by the Chancellor, presumably 
with Cabinet authority, that there would be no more Supplemen- 
tary Estimates this year except those due to a major change 
of poiicy. It was obvious that there had been some new 
items of policy in connexion with Burma and Brazil and the 
Council of Europe. All the rest of the expenditure he regarded 
as overspending, and the biggest items were in the Ministries 
of Health, Supply, and Food. 

It would be interesting to hear from the Minister of Health 
whether this had all been a matter of circumstances which he 
could not forecast, or whether, in fact, there had never been any 
effective control on expenditure. It appeared that the Minister 
had been able either to estimate so carefully or to have sufficient 
control to make his figure come out right for the doctors and 
the local authorities, but all the rest seemed to have no relation 
to the figures originally put before the House. In November 
the Minister was saying that he shuddered to think of the cease- 
less cascade of medicine pouring down British throats. Had 
he done anything about it? Had he any control over it? 
Otherwise they would all be shuddering over the ceaseless 
cascade of public money going into these services. 

Why had the Chancellor of the Exchequer’s instructions given 
on the day of his Budget Speech been flouted ? These Supple- 
mentary Estimates were surely a condemnation of the admini- 
stration of the Chancellor. High taxation was a grave evil, and 
taxation must come down. Expenditure must be reduced in. 
order that taxes could be reduced. The Chancellor knew 
perfectly well what-should have been done, and in April he had 
tried to do it and had failed. He had tried again in October 
and again had failed. ; 
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The Chancellor’s Defence 


Sir STAFFORD Cripps said that he was glad the Opposition had 
raised the matter in the way they had done. Perhaps the 
Supplementary Estimates would call to their mind the many 
occasions on which the Government had had to resist pressure 
by the Opposition for further expenditure. During the war the 
whole structure of financial control through Parliament was put 
aside for obvious reasons, and in the first years after the war it 
was difficult to recreate either in the country or the House, or 
indeed in Government Departments, that care for accurate 
estimating and control of expenditure which had been usual 
before the war. 

In his last Budget he had said that only in special cases could 
any Supplementary Estimates be permitted, and obviously there 
were a number of types of special cases other than major 
changes of policy. It had been suggested that there had been 
concealment from the country and from Parliament of this 
additional expenditure. He had made reference to this in his 
Guildhall speech on October 4 when he said: 


“The maintenance of the Health Scheme and the improved con- 
ditions for those employed in it, such as the nurses and hospital 
staffs, may also entail some additional expenditure.” 


He had also given notice that he was anticipating increased 
expenditure on defence, and on the trading services of the 
Ministry of Food and the Ministry of Supply. For the current 
year there were fifty Supplementary Estimates amounting in all 
to £170 million. Many of these were trivial and purely 
technical. But the three largest Supplementary Estimates were 
for the Ministries of Food, Supply, and Health. 

The Supplementary Estimate for the National Health Service 
was larger than all the others put together, and he wanted to 
point out to the House why this was a very special case. He 
proposed to take first of all the largest item—hospitals and 
specialists. The main health estimates for 1949-50 had their 
origin in the hospital management committees in August, 1948. 
These were estimates submitted by management committees to 
the regional hospital boards by September 1, 1948. They were 
examined by the regional board and submitted to the Ministry 
of Health by October 15 of that year, together with the board’s 
own estimate. They had then to be submitted to the Treasury, 
with the estimates of the boards of governors of the teaching 
hospitals. That was done in December, 1948, and after discus- 
sion in January, 1949, those estimates were submitted to the 
House on February 3 of last year. 

When these particular estimates came into being the manage- 
ment committees themselves had only recently been appointed 
and there had not been time for an adequate review of the 
hospitals grouped under their care. In many cases no satis- 
factory accounts existed on which estimates could be firmly 
based. When these accounts were examined in January, 1949, 
the question arose whether steps should be taken to reduce 
arbitrarily the total asked for. It was decided to reduce the 
estimates by some £12 million, and the sum so reduced formed 
the basis for the main Estimates. 

Unfortunately, it turned out subsequently that the manage- 
ment committees and regional boards had in fact underestimated 
and not overestimated their expenditure. It became clear that 
to bring the estimate within the lower sum and save £12 million 
was not possible without closing hospital beds. Apart from 
this difficulty there were other items which did not arise or 
which were not ascertained until after the original estimate had 
been put in. The first was the implementation of the Spens 
Report on specialists, including arrears back to July, 1948. The 
sum which had to be paid in the current year was actually 
£10 million more than the original estimate for this purpose. 
The Whitley awards to nursing and other staff cost a further 
£7 million for the year; they had not been included in the 
estimate because they had not been awarded at the time. 

So far as the general medical services were concerned the 
small difference there was due to a speeding up in payments. 
The amount of the central. pool was fixed at 18s. per head for 
95% of the population. The other three items of importance, 
pharmaceutical services,. dental services, and supplementary 
ophthalmic services, showed between them an excess of about 
£45 million. Though there was here an element of price change. 


by far the greatest factor was the consumer demand. There 
had existed a large pent-up demand and there was no possible 
way of estimating how big it was or how long it would last. 
In fact it had continued much longer than was estimated and 
at a much higher level, and only now was the curve of demand 
beginning to flatten out. , 
In these very exceptional circumstances there were only two 
ways of dealing with the matter. Either they must shut down 
beds and discontinue other services so as to keep within the 
estimates, or they must instruct the committees to maintain 
their services but with the greatest possible economy. The 
Government unhesitatingly took the second alternative. 


Further Development Halted 


Now, however, said Sir Stafford, he believed that it was neces- 
sary to call a halt to further development of these services. The 
Estimates for the forthcoming year must be regarded as a ceiling 
beyond which they should not be carried by new developments 
or extensions of existing services which could not be provided 
out of ascertained economies in other directions. Secondly, 
they must find some means to associate the Ministry of Health 
more directly with the management committees and the regional 
boards so as to be assured that there was no possibility of the 
budgets being exceeded once they were passed, or of the savings 
under one sub-head being dissipated unnecessarily on another. 

The twin objectives, therefore, were to place a ceiling on total 
expenditure and to reinforce the present budgetary system of 
control. The Government wanted to provide the best health 
service that it could for what the nation could afford to pay. 
A first-class health service was worth a great price. It was not 
something that they could expect or hope to get on the cheap, 
but it must be weighed in its cost against all the other desirable 
and necessary items of expenditure by the community. Expen- 
diture on health must be brought into a proper proportion 
with food subsidies, education, and all the other matters that 
concerned the safety and happiness of the people. 

Mr. WALTER FLETCHER said that everything they had heard 
from Sir Stafford Cripps about the Health Service could be 
paraphrased as : “ We rushed ahead without a sufficient survey | 
of the whole field which we could have made and from which 
we could have ascertained many of the facts, and we did not 
really count the cost.” There was every kind of financial con- 
trol over the individual, over holidays, over trade and industry, 
but it was clear that there had not been the same measure of 
control over Government Departments. 


The Treasury System 

Mr. MEsSER said that few people realized what had 
happened on the fusion of the voluntary and municipal hos- 
pitals. Previously the voluntary hospitals could only spend up 
to the amount they were able to collect, plus the fees they 
obtained from patients. The municipal hospital service esti- 
mates had to meet the criticism of the finance committee of 
the borough or county council. When the new experiment of a 
Management committee was tried they were completely unable 
to foresee exactly what would be required. 

He had recently attended a meeting of a regional hospital 
board where they considered the case of a management com- 
mittee which had underestimated to the extent of £40,000. This 
type of underestimating resulted from the fact that there was 
nothing to go on. It was impossible for the Minister to do 
anything but accept the original estimate in this case, although 
it proved to be wrong. 

Another line of criticism implicit in the Amendment was that 
the Minister should have restricted the service. In his view 
there was need for expansion. He thought, for example, that 
even more money should be spent on the tuberculosis service 
and on the care of old people. Since the introduction of the 
new service there had been greater difficulty in getting accom- 
modation for old people in hospitals. One of the reasons for 
this was that they were upgrading hospitals. What were 
infirmaries were being turned into hospitals and staffed by 
specialists. This helped to increase costs and it also led to a 
tendency to use these beds for acute cases, thus diminishing 
the accommodation available for chronic cases. 
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He thought that hospitals were unfitted to be dealt with under 
the Treasury system of finance. In the old days a local authority 
would estimate its requirements. All the chief officers would 
say what they required for the forthcoming financial year, and 
when the ‘budget was passed that money was available to be 
spent. If at the end of the financial year the money had 
not been spent they were able to carry forward the balance to 
the next year. Treasury finance was not like that. They 
could not carry forward the unexpended balance at the end of 
the year. There was no longer an inducement for hospitals 
to make effective economies to enable them to do work which 
might be required later. The methods of Treasury finance 
could be an inducement to wasteful spending. Management 
committees which had not been able to use the whole of the 
money in their estimates would be tempted to spend it, where 
otherwise it might have been saved. 

It was difficult to establish a datum line when estimates were 
being made, but the King Edward Fund and the Nuffield Trust 
were at present engaged in research on unit costing systems. 
It would be possible to effect economies if the estimates first 
submitted were realistic and if there could be applied to them 
some such test as unit costing.. 


Dr. Charles Hill’s Maiden Speech 


Dr. CHARLES HILL, who was making his maiden speech as the 
Member for Luton, said: 

“May I crave the indulgence of this House, which is 
customarily and so generously given to new Members in address- 
ing the House for the first time ? I will, if I may, and within the 
realm of the Amendment before the House, refer to some 
aspects of financial control, in particular in the hospital field. 
Before doing so, may I say that it gives me particular pleasure 
on, to me, a unique occasion to follow the hon. Member for 
Tottenham (Mr. Messer), who has done such magnificent work 
in the building up of this service both at the regional board 
level and in the position in which he is highly honoured—that 
of chairman of the Central Health. Services Council ? 

“Despite his admonition, I would desire to say just this: 
that whatever controversies may have ranged in the past as 
to the form the Health Service should take, whatever battles 
may have been won and lost, it can now be fairly stated that 
both inside and outside this House the people of this country 
are anxious that the National Health Service, with such changes 
as may from time to time be necessary, shall be a resounding 
success, 

“ Beginning, if I may, with hospital and specialist services, 
the Supplementary Estimates bring the total under this heading 
—the heading dealing with advances to regional boards and 
boards of management—to the level of £215 million, some 


_ £45 million higher than the corresponding figure for the first 


year, bringing the nine months’ period up to date to 12 months. 


' A significant point is that of that total expenditure—and it is 


of particular significance in view of what we have heard this 
afternoon—some 95% is for day-to-day expenditure and only 
some 5% is for capital expenditure. In pre-Act days the 
expenditure of local authority hospitals was conditioned by 
the prospect held before the members of local authorities of 
periodic reappearance before the electorate. The voluntary 
hospital field expenditure was conditioned by the money avail- 
able or the prospects, bright or dim, of obtaining that money. 

“Now I turn to this administrative set-up—I should say, in 


parentheses, that I believe the set-up to be a right one, and. 


my only misgivings are whether Scotland has not achieved 
something better than ourselves. In this administrative set-up 
the difficulty, it seems to me, is this, that the expenditure of 
the hospital management committees, lacking such checks, is 
contingent upon the prospect of a successful argument with 
the regional hospital boards, and the check upon the regional 
hospital boards is the prospect of a successful argument with 
the Ministry of Health. In consequence, there is a weak 
element of accountability. As has been said, the budgets, the 
estimates, of hospital management committees are gathered 
together by the regional hospital boards, where they may be 
summarized and criticized, but the Minister’s role and the 
Minister’s problem is to exercise central control after the 


budgets have been assembled and received, after they have 
been through the regional mill ; and his difficulty, it seems to 
me, is to impose, often too late, cuts—for it is as cuts that they 
are regarded—on thé regional boards and hospital management 
committees. 


Local Responsibility and Central Control 


“ Now the right hon. Gentleman has—I think, rightly—pro- 
claimed his intention to permit the highest possible measure of 
local responsibility and local autonomy, and the difficulty which 
has to be resolved is, how to reconcile that local responsibility, 
that local budget preparing, with central financial control. 
Already the Minister has sought to impose a cut only to find 
it impossible. I am glad—for I understand it to be the case— 
that the Minister has decided in future to make allocations of 
money, not earmarked for particular hospital management com- 
mittees, but to regional hospital boards for their allocation. 
I believe that to be a step in the right direction. 

“Even so, and even if all possible central economies are 
effected, it is impossible not to expect a substantial increase 
in hospital expenditure. The proportion of expenditure for 
capital development is in the region of 5%, and under the 
present system there are few hospitals which cannot effectively 
sustain arguments for rebuilding a new wing, or buying a new 
piece of apparatus—arguments which the Minister, under this 
set-up, will find it impossible to resist. If we may look at the 
problem in isolation for a moment I would say that I see the 
prospect of increased expenditure on hospitals—justifiable in 
relation to hospital considerations—of £100 million or even 
£200 million in the next few years. 

“This brings me to this point, that if it be assumed—and I 
assume it—that there is a limit to what can properly be raised 
by taxation without killing, or at least injuring, the goose that 
lays the golden egg ; if that be true, and if it be true that such 
increased expenditure is a reasonable possibility, then we are 
led up against the crucial issue of the priority of social services 


‘in relation to limited resources. We are approaching—the 


Chancellor of the Exchequer made me wonder to-day whether 
we had reached it now, in his view—we are approaching a 
decision as between hospitals and houses, as between clinics 
and schools ; and sooner or later there must be a proper alloca- 
tion of resources as between one form of social service and 
another. 

“I do not presume to say whether the limit has been reached, 
or what the priority should be, but I do believe that the one 
way of strengthening the hand of the Minister of Health in this 
matter—the one way—is the pre-determination of a sum of 
money, at whatever level it may be, which is available to be 
expended on the Health Service. Now, this would mean in 
the case of the hospital services an annual allocation of money 
to regional hospital boards, and in turn the allocation to hospi- 
tal management committees. Clearly, that allocation must be 
sufficient to meet maintenance costs, with a reasonable allow- 
ance for capital development. 

“In this way the local hospital management committees 
would receive a control comparable in some ways to the 
accountability of old. It might have this further advantage. 
The public, recognizing the element of State provision, to which 
the Chancellor of the Exchequer referred to-day, would return 
once more—recognizing the character as well as the limit of 
the provision—to that old and friendly and supporting attitude 
towards the hospitals of this country. I do not mean a return 
to flag days and the like, but there are still people and organiza- 
tions who are anxious to help their fellow men, and who find 
in service for the hospitals opportunities which, in their experi- 
ence, cannot be equalled in other fields. Apart from anything 
else, I believe that the existence of such opportunities does 
good to the people who take advantage of those opportunities. 


Circumscribed Parts 


“TI hope I shall not weary the House if I refer very briefly 
to two other aspects of the Supplementary Estimates. It is, 
perhaps, inappropriate here to refer to the comparison between — 
the cost of general practitioner services, relating as they do to 
the general medical care of the whole body, and the cost of 
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dental and supplementary ophthalmic services, which, though 
important, relate to circumscribed parts of the body. Nor is it 
the occasion tu refer to general practitioners’ remuneration, 
which, in some ways, needs improvement; nor to the margin 
between the general practitioners’ and the specialists’ remunera- 
tion, which needs to be narrowed. The point I want to stress 
is this, that the sort of allocation tu which I have been referring 
in relation to the hospital field exists within limits, and subject 
to periodic review, in the general practitioner field ; which is one 
of the reasons for the more modest Supplementary Estimate 
that has been found necessary in that field. 

“But the dental and pharmaceutical services, the greatly 
increased cost of the dental service, and, even more important, 
the tragedy of the decay of the school dental service—these 
things are attributable, in my view, to three main causes. There 
are too few dentists to provide a comprehensive dental service 
however it is organized. The dental Spens Report is not being 
applied to the school dental services, with the inevitable result 
that dentists in considerable numbers are leaving for other more 
remunerative forms of work. Third, the present system of 
remuneration being the same for all qualities of work, it pro- 
vides for a minority an incitement to hasty and so to unsatis- 
factory work. 

“The solution is one of immense Cifficulty. If we apply— 
I confess I am doubtful on this point—the allocation principle 
to these services it will be possible to give expression at long 
last to the Government’s policy of priorities for the dental care 
and treatment of mothers, by providing a complete service for 
those prority groups, provided that steps are taken to attract 
back to those dental services the practitioners who have left. 
The list of priorities could. from time to time be extended, 
but it would mean this. Bearing in mind that there cannot 
be a comprehensive service because of the shortage of dentists 
is, perhaps, not so tragic to contemplate. It would mean this, 
that outside the priority groups there would be a fixed sum of 
money which would be available as grants-in-aid for those whose 
needs were less in this dental field. Whatever else is done we 
must restore the school dental service and the dental service for 
expectant and nursing mothers, and reverse the conservative 
tendency, which, because of haste, has already begun—I do not 
use the word ‘ conservative’ in a political sense—to return to 
the old and more vigorous ‘ pull it out’ methods in our schools 
and clinics. 

“* May I say one word on the pharmaceutical service, which at 
present is the greatest problem of all ? The increase in cost is 
due in part to an increase in the number of items of service. 
I believe that the increase there is actually some 7%. It is due 
in considerable part to the increased cost of the newer drugs 
which, although expensive, contribute to the service elsewhere 
by shortening periods of illness. It is due to the tendency—not 
surprising in view of the initial propaganda—on the part of the 
public to seek to obtain under the National Health Service 
arrangements those minor medications and dressings which 
formerly they were willing to pay for themselves. I admit that 
among other causes is the pressure of the middle class, covered 
by this scheme, for the standard of medication to which they 
have been accustomed in the form of the better proprietary 
medicines, and that is, in part, responsible for the increased cost. 
The remedy is very difficult apart from a cash barrier. 

“I hope that the Minister of Health will say something about 
what I will call the shilling scheme. I know that the effect of 
the announcement of that scheme reduced the burden on prac- 
titioners, but I hope that the tendency to regard a large number 
of the lesser items which are demanded of the Service and of the 
doctors in particular as frivolous will cease. The whole of this 
Service was to bring people to the doctor for the trivial to 
prevent it becoming a tragedy, and there is a tendency in all 
quarters to regard the trivial as being mainly or wholly frivo- 
lous. Of the shilling scheme, I would say this: I can see its 
force and effect in one direction, but, speaking only for myself, 
I have the most serious doubts as to its practicability, and I 
have serious doubts whether it will be possible to devise a 
scheme which is fair to all sections of the community, parti- 
cularly to the larger families. 

“Lastly, may I thank the House for the patience with which 
it has listened to me—recognizing that the strain on some 


Members may have been greater than usual—and thank the 
whole House and its staff on behalf of the new Members 
generally for the friendliness and cordiality with which they 
are received into the Parliamentary community.” 


General Practitioners in the Service 


Dr. BARNET Stross said that he would like to congratulate 
Dr. Hill on his first speech in the House. They had been very 
happy—“ certainly on this side”—to hear him. Dr. Hill’s 
enormous experience and his undoubted sincerity would endear 
him to the whole House. He had found himself in agreement 
with everything that Dr. Hill had said, and particularly when 
he spoke of the mere 5% of funds available for capital improve- 
ments in the hospital service. : 

The general practitioner bore the brunt of the Service on his 
shoulders, and he sometimes wondered why the word 
“ specialist ” was not applied to the general practitioner, because 
he was a specialist in his own line. He was interested to learn 
that the general practitioner's average salary was £1,530 a 
year, but his prescriptions cost £1,700 a year. Sir Henry 
Cohen’s committee was now considering a type of advisory 
pharmacopoeia which would help the general practitioner. In 
the old days there was some guidance given to practitioners 
under the National Health Insurance. He knew that he could 
go outside this if he liked, but that when questioned he would 
have to defend his choice, and if the defence was untenable he 
was surcharged. He saw nothing wrong in that as a principle. 

On the cost of the dental service, Dr. Stross said, he wondered 
whether the Minister could cut the Gordian knot by stating as a 
condition of service for the dentist that he should treat a per- 
centage of children. On ophthalmic services it might be wiser 
to pay the optician only a very small fee for the second pair of 
spectacles. 

Mr. IAN MACLEop, who was also making a maiden speech, 
drew attention to the fact that some 10,750 dentists were being 
paid more in terms of gross income than some 21,000 doctors. 


. Even allowing for the heavier practice expenses of dentists, he 


believed they were paid far more in terms of net income than 
the doctor. He had no hesitation in saying that that was an 
indefensible position. As the son and the grandson of a doctor, 
he was certain that there was no question of there ever being 
a doctors’ strike, but he thought they would be wise not to 
presume too far on the infinite and most statesmanlike patience 
which the medical profession had shown in the last two years. 
Relative to their training, qualifications, ability, and the respon- 
sibility they ceaselessly shouldered, and the hours at which they 
were at their patients’ service—twenty-four hours a day and 
seven days of the week—doctors were by far the worst 
remunerated profession in the service. 

Mr. BairD said that after the maiden speech of Dr. Hill they, 
would expect the National Liberals to vote with the Govern- 
ment against this Amendment. He thought that the cost of the 
general medical service was reasonable and that of the hospital 
services at least justifiable. Where there was criticism 
was in regard to the dental, ophthalmic, and pharmaceutical 
services. These services were not based upon salaries or capita- 
tion fees but on an itemized scale of fees, where there was a 
temptation to put private profit before the national interest. 
He believed that in the long run the best way of saving money 
on the health services was to set up a fully salaried medical 
service. Until they did that they could not get the efficiency 
necessary for such a service. The ultimate aim must be a fully 
salaried service for the Health Service. He thought that mem- 
bers of the dental profession were being paid too much and 
that there must be a further cut in their incomes. The dentist 
in private practice was making much more than was recom- 
mended by the Spens Committee. 

Major J. R. Bevins, in a maiden speech, said that the Opposi- 
tion would never get the retrenchment and economy they were 
asking for until there was a conscious will on the part of 
Ministers for economy. He did not think that the Minister of 
Health was incompetent or inefficient. He thought that he was 
a clear-headed and. logical Socialist who knew where he was 
going. 

Mr. W. GrirFitTHs said that the Opposition had adopted a 
Dr. Jekyll and Mr. Hyde attitude towards the National Health 
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Service. In the present debate Dr. Hill had made the Dr. Jekyll 
contributidn, but too often the Mr. Hyde’in the Tory Party 
had been in command. He recalled the Opposition vote against 
the National Health Service Bill on the Second Reading and 
again on the Third Reading. 


A Personal Treatment Scheme 

Dr. H. B. Moraan said that the present Health Service was 
one of six or ten schemes which had been considered for a long 
time. It was not the scheme he would have chosen, but as a 
personal treatment scheme it was one of the best pieces of 
legislation which had ever been passed through Parliament. 
He wished the boards of governors had not been separated from 
the regional hospital boards. He also thought that the amount 
expended on medical research under the scheme might be ten, 
twenty, thirty, or even forty times as much as the figure in the 
Estimates. Dr. Hill had spoken as if the medical profession 
had always been in favour of this scheme, but he (Dr. Morgan) 
looked at it from the point of view of the patient and not of 
the doctors. He had sat with the B.M.A. listening to them 
discussing the scheme from the point of view of cost—the 
remuneration of doctors, grading of doctors, specialists’ fees, 
and the pay of the general practitioner. Not once had they con- 
sidered the conditions under which the patients would be dealt 
with and whether they would receive proper treatment. He 
thought the Opposition were being hypocritical about the 
scheme. They should be considering how public finance, instead 
of being cut down, could be devoted to the prevention of ill- 
health. 

Mr. CLEMENT Davies said that the Chancellor had set a 
ceiling upon what expenditure there should be last April. He 
now said that next April, when he introduced a new Budget, 
he would again set a ceiling. He hoped that the Chancellor 
would keep his word better than he had been able to do during 
the past year. 

Mrs. Brappock said that when the Health Service was newly 


integrated it was almost impossible for management committees, * 


regional boards, or boards of governors to assess what was 
required, because hospitals in parts of the country were in a 
very bad state indeed. It was almost impossible to estimate, 
for example, the demand for hospital beds for maternity 
purposes. In the past a woman remained at home for her con- 
finement because there was always somebody next door to look 
after her. But when there was full employment and when all 
the women of the country were working as well as all the men, 
there was nobody to look after a woman if she stayed at home. 
Hence the demand for hospital beds for maternity purposes. 
She did not believe that the £350 million that the Chancellor 
was suggesting as the maximum would be sufficient, because of 
the leeway that had to be made up on previous neglect in health 
and hospital services, 

Sir Hucu Lucas-Toorn said that if the Opposition sympa- 
thized with the doctors and suggested that under the Health 
Service they were not getting as good payment as might be 
desirable, they were told they were currying favour for elec- 
tioneering purposes. If they criticized the size of the dental and 
ophthalmic estimates they were told that they were attacking 
the people’s health. He criticized the Estimates on the ground 
that they were taking too large a part of the nation’s total 
available wealth. The House was again faced with a fait 
accompli—an increased expenditure had already taken place. 
and it would 1equire very much more drastic measures to deal 
with this constantly increasing rise in the cost of the Health 
Service. 


Bed Bureaux 


Mr. SoMERVILLE Hastincs said that a great deal of the 
expenditure on health in the past was made privately by the 
individual. Now it was being made as part of an organized 
service and was therefore much more efficient and, in many 
cases, much less costly, They must deny to no one anything 


necessary to restore health, not only from the individual point 
of view but because of the needs of the nation. The Minister 
had had to make concessions to produce a scheme that would 
work. He thought that they should congratulate all the health 
workers for what they had done in this great service, and 


perhaps most of all the doctors, who did not like it—at first, 
at any rate—but who nevertheless put their backs into it. 

The staffed bed in hospital cost very little more when occu- 
pied than when empty, and he thought that more should be 
done to keep all beds constantly occupied. He was convinced 
that a bed bureau for a whole group of hospitals was essential. 
He thought too that money could be saved if more full-time 
specialists were employed, because there would be less travelling 
time to pay for. ; 

Mr. OsBerT Peake said that the Supplementary Estimates 
marked a complete and bloodless victory for the spending 
Departments over the Treasury. He asked if there was any 
machinery of financial control in the National Health Service. 
If so, what was it, and why had it completely broken down 
for the second year running? He also wanted to know what 
had happened to the charge of 1s. for every prescription 
announced on October 24, 1949. 


Mr. Bevan’s Reply 


Mr. Bevan, the Minister of Health, said that it was his 
privilege to felicitate a number of speakers on their maiden 
speeches, which were of an exceptionally high standard. 

“If I am permitted on this occasion, not to be invidious 
but, nevertheless, to select one speech in particular, I should 
like specially to congratulate the hon. Member for Luton 
(Dr. Hill) upon the speech he made. It is one of the con- 
ventions of the House of Commons that one can say kind 
things about a maiden speech but not unkind things. I thought 
I was going to be put under very considerable strain; but I 
found myself in such agreement with what the hon. Member 
said. Indeed, as he proceeded to the conclusion of his speech 
I felt very proud of myself as, in the various associations that 
I have had with him, I had converted him to the support of 
the National Health Service. 

“ All I can hope is that, as we have closer association in 
the immediate future, I may be able to convert him away from 
hon. Gentlemen opposite. The hon. Member will know how 
much we appreciated his speech because there was very much 
more applause on this side of the House than on that while he 
was speaking. As I say, I can say agreeable things about a 
maiden speech, but there is this difference between his speeches 
and the speeches of his colleagues in the same party: he 
understood what he was talking about and they did not.” 

Mr. Bevan went on to say that the Opposition were in a diffi- 
culty : how would they justify their promises to their millicr aire 
subscribers, and the promises that they made to peopi: in the 
country? It would not pay them to select the Minister of 
Health for attack, because he was the custodian of the National 
Health Service, and:in the last year they had been doing their 
utmost to assume its foster-parentage. Therefore, instead of 
attacking the Minister of Health for having a health service they 
attacked the Chancellor for allowing him to finance it. There 
was something rather indecent about an Opposition coming to 
the House and protesting about Supplementary Estimates on 
the Health Service in view of the statement in “ The Right Road 
for Britain ” that they would have expanded expenditure on the 
Health Service. 

They had had to wait at least one year before it was possible 
to form the least idea of what the expenditure on the National 
Health Service would be. It was his duty and part of his task 
to try to raise the standards of the staffs of hospitals. It had 
also been necessary to allow the people to behave before they 
could form a view of their behaviour pattern in respect of 
spectacles, dentistry, drugs, and doctors. Even now no one 
knew how many people in this country would need aural aids. 

He had been told in the House, in the Press, and elsewhere 
that the hospital services cost so much because there was rank 
extravagance and maladministration. There were many Mem- 
bers of the House on hospital management committees and 
regional hospital boards. Were they conscious of maladminis- 
tration in their hospitals ? He was not saying that there ought 
not to be a tightening up of hospital administration. This would 
happen, and there would be a closer identification of the central 
government with the local units of hospital administration. 

* Since 1946 hospital costs in the U.S.A. had gone up 40%, in 
Sweden 50%, and in England and Wales about the same figure. 
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The Royal Masonic Hospital, which was outside the National 
Health Service and a very good hospital indeed, had started 
off from a high level. Yet from 1946 to 1948 its cost increased 
by 55.8%. The costs of the King Edward VII Sanatorium— 
another excellent institution outside the Health Service—in- 
creased by 69.4%. The cost in the National Health Service 
rose by 40%. 

He thought that some savings could be made quite quickly 
in the cost of proprietary medicines which had become “ part 
of the racket of civilized society.” He mentioned “ agarol” 
emulsion, six ounces of which cost 3s. “ The same preparation, 
on our list, costs 10$d.” “ Genasprin” cost 1s. 94d. as against 
24d., and “dexedrine” tablets 3s. 2d. as against 94d. All 
these preparations were heavily advertised and many doctors 
prescribed them. He hoped to get the co-operation of the 
medical profession in cutting out proprietary medicines which 
were unnecessarily expensive. 

The supply organization of the Ministry of Health had tried 
to get bulk purchase of glassware for hospitals. Manufacturers 
in Great Britain would not tender because they said they always 
sold through the retailers. The retailers would not tender 
because they always sold at the price fixed by the manufacturers. 
So the Ministry had to get the material from Germany to break 
the monopoly. As a consequence they saved a great deal of 
money even after paying import duty. The same thing was 
true of dental goods; dentists were being held up to ransom 
by a price ring. 

Mr. OsBerT PEAKE intervened to ask again for information 
about the 1s. charge on prescriptions. 

Mr. Bevan said that if Mr. Peake imagined he was going to 


. answer questions relating to the Budget he was making a very 


great mistake. 

Continuing, Mr. Bevan said that on x-ray apparatus, by cut- 
ting out the retailer, they had saved £150,000 a year; on x-ray 
films £280,000 a year; on hearing-aids £1,500,000 ; on strepto- 
mycin £240,000. By cutting out these retailers’ costs they had 
already saved £2,558,000 a year. 

There was one very great saving which could be obtained, 
but only with the co-operation of the medical profession. This 
was by bringing about a reduction in hospital costs. An attempt 
was made last year to obtain a reduction in the expenditure of 
hospitals. This was.an essay in financial discipline, and the 
result was the hospitals complained that if the cut was applied 
hospital beds would be closed. As soon as this attempt was 
made by the Government to get some of the hospital authorities 
to exercise a sense of financial responsibility there was a debauch 
of vituperation from the Press in which the Government and 
the Minister of Health \ were accused of condemning people to 
death. 

He concluded by saying that he regarded the Amendment 
not only as an attack upon the Government itself but as a 
concealed and cowardly attack upon the National Health 


' Service by people who had not the honesty to make it openly. 


The Amendment was negatived by 308 votes to 289— 
Government majority 19. 


Mr. Hottis asked the Minister of Health on March 16 


whether it was still proposed to proceed with the plan for 
charging one shilling on prescriptions. 

Mr. Bevan said he was not in a position to add anything 
to previous announcements. Pressed further,.he added that 
this matter would be assimilated into Sir Stafford Cripps’s state- 
ment on the Budget. 


Chronic Sick.—According to the latest information which relates 
to the summer of 1949, 6,114 chronic sick patients were then awaiting 
admission to hospital in England and Wales. In October, 1949, 
5,508 beds for chronic sick cases were unoccupied for lack of staff. 


The Infantile Paralysis Fellowship has bought the Lantern 
Hotel, Worthing, to run as a holiday hotel for péople disabled 
from poliomyelitis. The approaches are flat, the corridors 


wide, and some bedrooms on the ground floor, so that conditions 
are adapted to people in wheel-chairs. 


No. 9 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 4. 


Figures of Principal Notifiable Diseases for phe week and those for the corre- 
sponding week last year, for: (a) id Wales (London included). (b 
London (administrative county). (c) deod. (d) Eire. (e) Northern I 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 preat towns in England and Wales (including London). 
London (administrative county). (c) The 16 principal towns in 

d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — biank apace denotes disease not not notifiable or no 
available 


1950 |1949 (CorrespondingWeek) 
@ @ 
Meningococcal infection 42} 4 7 3 4 2 3 


Deaths ee oe 1 


| 
EEE 


ths 
32} 8 
23} 5 
Infective enteritis 
diarrhoea under 2 
years 10 33 
Deaths 29) 1 34) 7 2 
Measles* 4,684 146 . 831) 173) 1 145 
1 
Ophthalmia neonatorum 34 10| 59) 1 1 
Pneumonia, influenzal.. | 1, 31] — | 19} 1,607) 131; 57; 13] 24 
Deaths (from influ- 
enza)t 76| 17 2) — 251 17; — 1 
Pne primary .. 3 
Poliomyelitis, acute .. 14) 1 
Puerperal fever .. 2 
Puerperal pyrexial 82} 5 ui) 8 13) 1 
Scarlet fe | 1,758] 100) 183) 72) 1: 1 67| 192 
Small — — 
pa 
Typhoid fever =| Gal 3 
ths 
Whooping-cough* 1,614; 303) 68 3,045] 195 8 117 
Deaths 8 2 1|— 
Deaths (0-1 year) 298| 36| 36| 19| af 48 


(excluding still- 
hs) 968 
Annual death rate (per 
1,000 persons li: 
births 7,589|1233| 441) 235] 7,921|1273| 921) 475) 234 
Annual rate 1,000 
persons 19-5 18-5) 
i 193 26) 30 185; 25 
ee 
* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation on 
ths from measles and scarlet fever for England and Wales, London 


Dea 
Bt. county), will no longer be published. 
¢ ncludes primary England and Wales, London (administrative 
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EPIDEMIOLOGICAL NOTES 


Q Fever in Germany 


The Office of the Surgeon-General, U.S. Army, reported 
recently that 90 civilian cases of Q fever have occurred at 
Zusenhausen (population 1,500) near Heidelberg. Most cases 
were mild, although one death was reported. The diagnosis 
was confirmed by the Fourth Medical Laboratory, Heidelberg. 
The source of the epidemic has not yet been ascertained by the 
German health agencies. Presumably Zusenhausen represents a 
new area in Germany for this disease. 


Discussion of Table 


In England and Wales infectious diseases were less prevale=t 
and there were decreases in the notifications of scarlet fever 305, 
measles 296, dysentery 165, acute pneumonia 98, and whooping- 
cough 65. 

Small decreases in the incidence of scarlet fever were recorded 
in every region except the south-eastern and the eastern, but the 
only large fall was 121 in Lancashire. There were only small 
variations in the notifications of measles in most areas, and the 
fall in incidence was mainly contributed by three counties: 
Suffolk 158, Norfolk 128, and Leicestershire 67. 

The only change in the local trends of diphtheria was an 
increase of 7 in London. There were only small fluctuations 
in the notifications of whooping-cough. 

The largest returns of dysentery were Yorkshire West Riding 
133 (Sheffield C.B. 83, Leeds C.B. 23); Durham 32 (Blaydon 
U.D. 15, Stanley U.D. 10); Northumberland 17; London 15; 
Lancashire 15; Gloucestershire 14 (Bristol C.B. 13); and 
Cheshire 11. One-half of the total cases of typhoid were 
notified in London (Finsbury 5, St. Pancras 2). 

In Scotland there were decreases in the notifications of acute 
primary pneumonia 115, whooping-cough 71, and dysentery 51, 
while increases were recorded for measles 22 and diphtheria 10. 
The rise in the incidence of diphtheria was mainly contributed 
by Glasgow, where the notifications rose from 8 to 15. The 
largest returns for dysentery were Glasgow 22, Edinburgh 13, 
Lanark county 11, and Dundee 10. 7 

In Eire the only variations in the notifications of infectious 
diseases were an increase of 20 for whooping-cough and a 
decrease of 14 for measles. The largest of the fresh outbreaks 
reported during the week were: measles, Kilkenny, Waterford 
No. 2 R.D. 23, and whooping-cough, Kilkenny, Kilkenny R.D. 
10. 

In Northern Ireland there was an increase of 15 in the notifi- 
cations of scarlet fever with little change in the incidence of 
other infectious diseases. 


Census of 1931 


The concluding volume of the 1931 census of England and 
Wales, the General Report, has just been published. The first 
chapter describes the preparation, the method of census taking, 
and the system of tabulations and analysis used. The remainder 
of the volume is a commentary on the results of previously 
published tables. 


Registrar-General’s Report for Scotland, 1947 


The death rate during the year was 12.9 per 1,000, the lowest 
rate since 1939. Infant mortality was 55.8 and was 2.0 more 
than in 1946 and 11.1 above the 1948 value. 44,411 marriages 
were registered, 1,374 fewer than in the previous year. There 
were 2,495 divorces, a number higher than in any previous year 


except 1946. 
Week Ending March 11 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,093, whooping- 
cough 1,917, diphtheria 62, measles 5,476, acute pneumonia 
1,014, acute poliomyelitis 41, dysentery 362, paratyphoid fever 
8, typhoid fever 4. In the great towns 108 deaths were 
attributed to influenza. 


Northern Ireland, 1949 


The Registrar-General for Northern Ireland, announcing last 
week the mortality figures for the year 1949, stated that three 


new records were set up. Infant mortality and maternal mor- 
tality rates were the lowest ever recorded, and so was the death 
rate from tuberculosis. 

The birth rate showed a small decrease, but was still above 
the average recorded for the ten years preceding the war. The 
death rate, although slightly higher than that for 1948, was 
lower than that recorded for any earlier year. 

The birth rate in 1949 was 21.4 per 1,000 population, com- 
pared with 21.9 in the previous year. The death rate was 
11.5 as against 11.2. The infant mortality rate decreased from 
46 to 45 per 1,000 live births. The maternal mortality rate 
was 1.27 per 1,000 live births, compared with 1.52 in 1948. 

The death rate from tuberculosis continued to fall, and stood 
at 59 for each 100,000 population. This is less than half the 
tuberculosis mortality of twenty years ago. The death rate 
from cancer has risen by 20% in the same period. Last year 
24 persons died of cancer for every 10 persons who died of 
tuberculosis. There has, however, been no increase in deaths 
from cancer in the past seven years. 


Medical News 


Vellore Christian Medical College 

At the beginning of this year Vellore Christian Medical Col- 
lege was granted permanent affiliation with Madras University as 
a training college for the M.B., B.S. degree. Vellore is the only 
Christian medical college in India and Pakistan offering this 
training. Medical mission work in these countries is dependent 
for its existence on Vellore College. In Government medical 
colleges places are allotted on a communal basis and the small 
Christian community receives only a few places. The present 
principal of the college is Dr. Hilda M. Lazarus. The Vellore 
hospital, with 468 beds, has been built up on the work which an 
American missionary, Dr. Ida S. Scudder, began in 1900. It is 
a voluntary hospital and receives a small Government grant. 
Forty missionary societies in Britain, U.S.A., Canada, Australia, 
Sweden, and Denmark are helping to support the College, as are 
the Friends of Vellore Societies in this country and America. 
Though so much progress has been made, Vellore is still in need 
of an additional annual income of £12,000 and a capital of 
£100,000. 


Sheffield Regional Paediatric Conference 

The second Regional Paediatric Conference was held on 
February 25 at the Children’s Hospital in Sheffield. At the 
morning session two papers were read, one by Dr. J. Lorber, 
of Sheffield, on “Studies on the Circulation of C.S.F. in 
Tuberculous Meningitis,” and the other by Dr. S. Doxiadis, 
of Sheffield, on “Observations on Allergic Inflammations.” 
After lunch there was a clinical demonstration in the out- 
patient department, followed by a series of short papers. 
Dr. Valentine, of Leicester, spoke on “ Exchange Transfusion 
and Kernicterus,” and Dr. A. E. Newth, of Nottingham, dis- 
cussed “ Boxing Hazards in Children.” Dr. C. Harvey, of 
West Riding, presented a survey of “ Congenital Heart Lesions 
in a School Health Service,” and Dr. J. Emery, of Sheffield; 
illustrated the histological characteristics of the normal matura- 
tion of the pancreas in the child. The meeting concluded with 
a film by Professor R. S. Illingworth, of Sheffield, depicting 
“The Development of Locomotion” in infancy. 


French Award . 

The insignia of the Croix de Guerre, with Palm, the highest 
award given by the French Republic for gallantry in the face 
of the enemy, has been received by Dr. W. R. H. Mackay. 
During the war he worked with French parachute forces behind 
the enemy lines. 


London Cinchona Bureau 

Sir Philip Manson-Bahr has accepted the post of Director of 
the London Cinchona Bureau at 10, Princes Street, London, 
S.W.1. It was formerly held by the late Professor Charles A. 
Bentley. 
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Cancer Research 

The British Empire Cancer Campaign is offering fellowships 
for cancer research, and particulars appear this week in our 
advertisement pages at page 47. Senior fellowships are 
tenable for seven years at an annual salary of £2,000-£2,600, 
and junior fellowships for three years at £1,000-£1,200. Appli- 
cants should apply before May .1, and may obtain particulars 
from the general secretary at 11, Grosvenor Crescent, Hyde 
Park Corner, London, S.W.1. 


Chelsea Clinical Society 

The sixth and last meeting of the session was held on 
March 14,at the South Kensington Hotel, with the president, 
Dr. Maurice Bewley, in the chair. Mr. R. C. Brock opened a 
discussion on “ Modern Intra-thoracic Surgery,” detailing the 
advances made in the last 20 years. Dr. Paul Wood then 
described the advances in diagnostic procedures, including the 
latest refinements of cardiac radiography. Mr. Geoffrey Parker 
and Mr. Duncan Fitzwilliams continued the discussion, which 
was wound up by the president. 


Epsom College Scholarships and Grants 

The Royal Medical Foundation of Epsom College invites 
applications for (a) St. Anne’s Scholarships for girls attending 
Church of England schools. Candidates must be fully 9 
years of age and the orphan daughters of medical men who 
have been in independent practice in England or Wales for not 
less than five years. The value of each scholarship is depen- 
dent upon the means of the applicant and the locality and 
fees of the school selected. (b) Pensions for necessitous 
medical men fully 55 years of age, provided they have been 
registered for five years, and for the widows of medical practi- 
tioners fully 60 years of age. (c) Annuities for the spinster 
daughters of medical practitioners of 55 years and upwards. 
(d) Scholarships and grants for children of either sex, not neces- 
sarily orphans. Candidates must be of public school age and 
in need of such help. (e) Grants from the Eastes. Trust for the 
relief of registered ‘nrembers of the profession of any age, their 
widows and orphans, and for the educational assistance of their 
daughters or sons. Full information and forms of application 
are available on request from the secretary, Epsom College, 
Surrey. : 


Federation of E.E.G. Societies 

The International Federation of Electroencephalography and 
Clinical Neurophysiology was constituted in September last 
year, taking over the work of the old International Com- 
mittee, which was founded in 1947. The following officers 
were elected to hold office until the Third International Con- 
gress in 1952: honorary president, Professor E. D. Adrian, 
O.M., F.R.S. ; president, Dr. Herbert H. Jasper ; vice-presidents, 
Dr. Robert S. Schwab, Dr. W. Grey Walter, and Dr. Fritz 
Buchtal ; secretary, Dr. Henri Gastaut ; treasurer, Dr. Antoine 
Rémond. The Federation publishes Electroencephalography 
and Clinical Neurophysiology, and maintains close liaison with 
Unesco. The headquarters is in France, and correspondence 
should be addressed to the secretary, Dr. H. Gastaut, 149, 
Promenade de la Corniche, Marseilles, France. 


Society of Chemical Industry 

The following appointments have been made in the Food 
Group of the Society of Chemical Industry: chairman, 
Mr. A. L. Bacharach; vice-chairman, Mr. E. B. Hughes, 
D.Sc.; honorary treasurer, Mr. J. R. Nicholls, D.Sc. ; 
honorary secretary, Mr. L. H. G. Barton. 


Visits to North America 

It is hoped that any medical men and women who intend to 
visit North America will inform the Secretary of the B.M.A. 
so that information of such visits may be forwarded to the 
Canadian Medical Association, which is anxious to be of help 
to doctors from the United Kingdom visiting North America. 


COMING EVENTS 


Mental After Care Association 

The seventieth annual meeting of the Mental After Care 
Association will be held at Burlington House, Piccadilly, 
London, W., on Wednesday, March 29, at 3 p.m. Sir Desmond 
Morton and Dr. Henry Yellowlees will address the meeting, 
and all interested are invited to attend. 


Joseph Clover Lecture - 

The second Joseph Clover Lecture on “ Anaesthetic Factors 
in the Causation and Prevention of Excessive Bleeding during 
Surgical Operations ” will be delivered under the auspices of 
the Faculty of Anaesthetists of the Royal College of Surgeons 
of England by Dr. John Gillies at the College (Lincoln’s Inn 
Fields, London, W.C.) on Wednesday, March 29, at 5 p.m. 


Registrars Association 

A meeting of all registrars in the South-eastern Region, Scot- 
land, will be held at B.M.A. Scottish House, 7, Drumsheugh 
Gardens, er on Thursday, March 30, at 8 p.m. 


‘Region Registrars Group 

A general meeting of all registrars employed within the 
South-western Region will be held in the board-room of Bristol 
General Hospital, on Tuesday, March 28, at 7.45 p.m. 


Industrial: Psychology 

The annual week-end conference of the National Institute 
of Industrial Psychology will be held at Buxton on April 
21-24. Particulars may be obtained from the secretary of the 
institute at Aldwych House, London, W.C.2. 


Royal Sanitary Institute 

A Health Congress will be held by the Royal Sanitary Insti- 
tute on April 24-28 at Eastbourne. The following are among 
those delivering the presidential addresses in the various confer- 
ences or sections: Preventive Medicine, Professor James 
Mackintosh ; Veterinary Hygiene, Professor Harold Burrow ; 
Health Visitors, Professor Alan Moncrieff ; Food and Nutri- 
tion, Mr. A. L. Bacharach ; Hygiene in Industry, Dr. Donald 
Stewart; Medical Officers of Health, Dr. H. C. Maurice 
Williams ; Maternal and Child Health, Professor Hilda Lloyd, 
P.R.C.O.G.; Tropical Hygiene, Dr. B. G. Maegraith. The 
final programme has been issued, and is obtainable from the 
institute at 90, Buckingham Palace Road, London, S.W.1. 


International Exhibition of Medical Photography 

Early in the summer the Medical Group of the Royal Photo- 
graphic Society will hold its annual exhibition, and world-wide 
invitations to medical photographers will be sent out in the hope 
that all who possibly can will submit their work for selection. 
The committee of the group feels that the time is now opportune 
for making the annual exhibition international and that great 
benefits will accrue both to the photographers and to the science 
of medical photography. Entry forms may be obtained d'rect 
from the honorary secretary of the Medical Group, at 16, Princes 
Gate, London, S.W.7,-or from distributors appointed by the 
organizers. 


Military Medicine 

The 13th Session of the International Office of Documenta- 
tion of Military Medicine will be held at Monaco on May 3-7. 
Information may be obtained from the Secretary-General, 
Comité International de Médecine et de Pharmacie Militaires, 


79, Rue Saint-Laurent, Liége, Belgium. 


Course on Rheumatology 

The Medical Society of Aix-les-Bains will hold a course on 
rheumatology on May 7-14 under the auspices of the Ligue 
Francaise contre le Rhumatisme. Particulars may be obtained 
from Dr. M. Rozier, 4, Place du Revard, Aix-les-Bains, France. 
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SOCIETIES AND LECTURES 
Monday 


INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF LONDON), Judd Street, 
London, W.C.—March 27, 5.30 p.m., “ Endocrine Disorders and 
the Eye,” by. Dr. S. P. Meadows. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—March 27, 5 p.m., ‘* Carotid Ligation for Intra- 
cranial Aneurysms—Review of 100 Cases,”” Hunterian Lecture by 
Professor R. T. Johnson. ~ 


Tuesday 


INSTITUTE OF DERMATOLOGY, _ Lisle Strect, Leicester Square, London, 
W.C.—March 28, 5 p.m. * Abnormalities vo} the Cutaneous Circu- 
lation in the Lower mb, ” by Mr A. K. Monro. 

InstiruTe OF UroLtoGcy.—At St. Paut’s Hospital, Ende!l Street, 
London, W.C., gta 28, (1) 3.30 we says and Museum 
Specimens, by Mr D. Fergusson ; “* Injuries, 
istula, and Fo oreign Bodies” the Urethra,” by 
Mr. H. G. Hanley. 

Wednesday 


BiRMINGHAM AND MIDLAND OBSTETRIC AND GYNAECOLOGICAL Society. 
—At Birmingham Medical School, March 29, 4.30 p.m., ‘ Observa- 
tions on the Genesis of Cervical and Endometrial Carcinoma with 
Respect to the in situ Stage,” by Professor A. T. Hertig (Harvard 
University). 

CamBripGs Mepicat Society.—At University Arms Hotel, March 29, 
7.15 for 7.45 p.m., dinner. 

FACULTY OF ANAESTHETISTS OF THE ROYAL COLLEGE OF SURGEONS 
OF ENGLAND, Lincoin’s Inn Fields, London, W.C.—March 29. 
5 p.m., “ Anaesthetic Factors in the Causation and Prevention v} 
Bleeding during Surgical Operations,” Joseph Clover 
Lecture by Dr. John Gillies. 

Giascow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—March 
29, 8 p.m., “ Modern Methods of Investigation,” by Dr. T. Wilson. 

INsTiTuTe OF PsycHIaTRY’ (UNIVERSITY OF LONDON), Maudsley 
Hospital, Denmark Hill, London, $.E.—March 29, 0 p.m., 

, lecture-demonstration for. postgraduates by Dr. E. Stengel. 

NSTITUTE OF UroLoGy.—({1) At St. Mary, Islington, Hospital, High- 

te, N., March 29, 10.30 a.m., Ward Round b y Mr.'N 
idolph : (2) At St. Paul’ Hospital, Endell Street, W. 
March 29, 5 p.m., “ Gonococcal Urethritis,” by Dr. W. N. 


CoLLecE OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C—March 2 “ Anaesthetic Factors in the 
Causation and Ring "of xcessive Bleeding Surgical 
Operations,” Joseph Clover Lecture by Dr. John Gilli 

Royvat Instirurs oF Pusiic HEALTH AND HYGIENE 28, Portland 
Place, London, W.—March 29, 3.30 p.m., “ Accident Prevention 
in the Home,” by Dr. C. A. Boucher. 


Thursday 


INSTITUTE OF DeRMATOLOGY, Lisle Street, Leicester Square, Lgntes. 
W.C.—March 30, 5 p.m., “ Pitfalls in one by Dr. H. 
Gordon. 

INSTITUTE OF UroLoGcy.—At St. Paul’s Hospital, Endeli Street, 
London, W.C., March | 30, (1) 3.30 p.m., Ward Round by Mr. D. I. 
Williams ; (2) 5 p.m., “ Non-Gonococcal Urethritis,”” by Dr. A. H. 
Harkness. 

NortH OF ENGLAND OPHTHALMOLOGICAL SocieTy.—At Clinical 
Theatre, Infirmary, Manchester, March 30, 3.30 p.m., 

Cataract and Unusual Procedures,” to be 
Panraed by fi and slides), by Dr. Ramén Castroviejo (New 

WESTMINSTER SCHOOL OF MEDICINE, Meyerstein Lecture Theatre, 
Horseferry Road, London, S.W.—March 30, 5.30 p.m., clinico- 
pathological meetin ing. Discussion: “ Two Cases of Hodgkin’ Ss 
Disease Complicated by Tuberculosis.’ 


Friday 


CamBripGe MepicaL Sociery.—At Addenbrooke’s Hospital, Cam- 
bridge, March 31, 2.30 p.m., “ The Clinical Problem in sychiatry,” 
by Dr. E. Beresford Davies. 

INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF LonDon), Judd Street, 
London, W.C.—March 31, 5.30 p.m., “ The Physiology of Pain 
with Special Reference to Ocular tructures,” by Mr. D. Slome. 

KENT AND CANTERBURY HospiTaL, Canterbury—March 31, 8 p.m, 
clinical meeting. 

MEDICAL SOCIETY FOR THE OF Diseases, 11. 
Chandos Street, London, W ——March 31, 8 “ Principies ef 
Penicillin Therapy,” by Dr. A. R. Martin, h DB A discussion 
will follow. 

NorTtH OF ENGLAND Society.—At Medical 

lustrated wi and slides), r. Ram 
Castroviejo (New York). . 


APPOINTMENTS 


Dr. John Peel Sparks, senior medical registrar at the Postgraduate 
Medical School of London, -has been appointed medical officer of 
Rugby School in succession to Dr. Ronald Edward Smith. Dr. Smith 
has been appointed consultant physician to the Coventry, Nuneaton, 
and Rugby Group of Hospitals, but will remain consultant physician 
to the school. 


Ga.ioway, James Forses, M.D., D.P.H., D.P.M., Medical Officer of Health 
and School Medical Officer, County, Borough of Wolverhampton. 

Lovet, K. W., B.M., B.Ch., M.R.C.P., Medical ong to Thoracic Unit, 
Hospital for Sick Children, Great Ormond Street, London, W. 

MACDONALD, RopericK, M.B., Ch.B., D.P.M., Physician-Superintendent and 
Consultant Psychiatrist, Banstead Hospital, Sutton, Surrey. 

NeusTatTer, W. L , M.R.C.P., Part-time Consultant Psychiatrist, St. 
Ebba’s Hospital, Epsom 

Owen, Jonn S., M. B., Ch.B., D.P.H., Assistant Medical Officer of Health, 
County Borough of Smethwick. 

SOUTH-“ ESTERN REGIONAL HosrrraL BoARD.—Consultant Ophthalmic Surgeon 
in West Cornwall Clinical Area, Kenneth W. B. Rostron, M.B., B.Chir., D.O.M.S. ; 
Deputy er re Superintendent, Tehidy Sanatorium, Cornwall, R. H. Andrews, 

MD. M to Weston-super-Mare Hospital, 
Rutherford C.S.Ed.; Consulting Chest Physician in 
Bristol Clinical Area, R ‘A. Craig, M. iD. M.R.C.P. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Bell.—On March 4, 1950, at Edinburgh, to Sheila (née Campbell), M.S.A.O.T.., 
wife of Dr. J. Douglas Bell, a daughter—Caroline Sara. 

— March 12, 1950, at Southampton, to Dr. and Mrs. Alan W. H. 

oxeli, a son. 

Gretton-Watson.—On March 9, 1950, at the Chester Nursing Home, Chester, 
to Concetta, wife of Dr. B. G. Gretton-Watson, a daughter. 

Guthrie.—On March 9, 1950, in Glasgow, to Olive (née Parson), R.G.N., wife 
of Dr. Joh: Guihrie, a daughter. 

Mort.—On March 4, 1950, at Lorna Lodge Nursing Home, Manchester, to 
Sybil. wife of Philip D. Mort, M.A., M.B., a son. 

Rosser.—On March 12, 1950, at Farnham, Surrey, to Peggy (née Dash), M.B., 
B.S , wife of Briidicy Rosser, a second son. 


MARRIAGE 
Smith— Turner.—On March 18, 1950, at Bishops Stortford, Irvine Smith, M.A., 
F.R.C.S., to Kathleen Turner, M.B., B.S. 


DEATHS 

Campariole.—On March 5, 1950, at Port of Spain, “Trinidad, B.W.L., Paul 
Clemem Campariole, M.B., C.M., aged 74. 

Chadwick.—Or March 15, 1950, at Tunbridge Wells, Charles Montague Chad- 
wick, M.D., F.R.C.P., late of Leeds, aged 96. 

Crow.—On March 5, 1950, at The Hawthorns, 13, Merchiston P!ace, Edinburgh, 
William James Crow, M.D. 

Curwen.—On Maczch 15, 1950, at 1, St. Aubyns, Hove, Sussex, Eliot Curwen, 
M.B., B.Ch., aged 84. 

Dingley.—On March 16, 1950, at home, Lionel Alfred Dingley, M.D., F.R.C.S., 
of The Nest, Lower Road, Myddle, Salop, ~~ of Wednesbury, aged 61. 

Duna.—On March i 1950, at Farnborough, Hants, George Hunter Dunn, 
M.B., B.Ch., aged 69. 

Ettmayer.—At Grenada, British Wes: "ndies, Andrzej Ettmayer, M.B., Ch.B. 

Fearnhead.—On March 11, 1950, Thomas Fearnhead, M.R.C.S., L.R.C.P., of 
Sydall Cottage, Lyiham, Lancs, aged 383. 

Hollins.—On March 5, 1950, at his daughter’s home, Pepper Hill Housc, 
Amwell, Ware, Herts, Thomas John Hollins, M.D., of ——- Bald- 
slow Down, St. Leonards-on-Sea, late of Sedlescombe, 

Kelleher.—On March 1, 1950, Jeremiah Kelleher, CPAS.L&LM. Lp 
Mwy Co. Cork, aged 84. 

Lane.-—On March 16, 1950, at 5, Burlington Court, am ag Gordon Joseph 
Lane, O.B.E., M.D., formerly of Harlcy Street, London, 

Lewis.—On March 5, 1950, at 81, Hove Park Road, MM, John Stephen 
Herbert Lewis, M.D., formerly of Harley Street, London, W., aged 67. 

Lindsay.—On March 5, 1950, John Lindsay, M.D., of 23, St. John’s Avenue, 
Hebburn-on-Tyne, Co. Durham. 

McKelvey.—On March 5, 1950, at Py vg Lodge, Tygwyn Road, Penylan, 
Cardiff. Thomas McKelvey, M.B., B.Ch. 

Maurice.—On March 8, 1950, at 8, Silverless Street, Marlborough, Wilts, George 
Thelwall Kindersley Maurice, C.M.G., C.B.E., M.R.C.S., L.R.C.P., Colonel, 
late R.A.M.C., retired, aged 82. 

Moffat.—On March 10, 1950, at Bridge of Earn Hospital, Peter Orr Moffat, 
M.D., ot 7, Atholl Crescent, Perth. 

Moriarty. —On March 5, 1950, at “Hall Barn,” 14, Forest Road, Moseley, 
Birmingham, Rowland Eagar Moriarty, L.R.C.P. &S. Ed., L.R.F.P.S.Glas. 

Poole.—On March 10, 1950, after an operation, Thomas. Brice Poole, M.D., 
of 39, Furze Croft, Hove, Sussex, formely of Westcliff-on-Sea, aged 80. 

2 aoe 13, 1950, at St. Duthus House, Tain, Ross-shire, Hugh Ross, 
M.B., C.M. 

Sarjant.—On December 26, 1949, the result of an accident, John Wynn Sarjant, 
L.R.C.P., aged 29. 

Sellar.—On March 11, 1950, at Dunleigh, Aberlour, Banffshire, Thomas 
Alexander Sellar, T.D., M.B., C.M., J.P., aged 93. 

Smallman.—On March 4, 1950, Arthur Briton Smallman, C.B.E., D.S.O., 
M.D., DP.H., Lieutenant-Colonel, late R.A.M.C., retired, of 2, Pilgrims 
Way. Guildford, Surrey. 

Sprazue.—On March 11, 1950, Cecil Gordon Sprague, M.R.C.S., L.R.C.P., 
“Surgeon-Captain, R.N., retired, of 15, Carbery Avenue, London, w. 

Stepheas.—On March 9, ‘1950, * age Coleshill, near Birmingham, Harold 
Freize Stephens, M.R.C.S., L.R.C.P., aged 65. 

Stevenson.—At Belfast, Howard Stevenson, M.B., F.R.S.C.I., aged 71. 
Sturdy.—On March 10, 1950, at 11, Tennyson "Road, Bognor Regis, Sussex, 
Harry Carlisle Sturdy, M.D., late of Wandsworth Common, London, S.W. 
Ward.—On March il, 1950, at Queen Mary’s Hospital, Roehampton, Arthur 
Blackwood Ward, C.B.E., D.S.O., M.B., B.Ch., Lieutenant-Cojonel, 8.A.M.C., 

retired, of 24, Westfield Court, Surbiton, Surrey, aged 79. 

Watson.—Ou March 5, 1950, at Leigh House, Leigh-on-Sea, William Douglas 
a T.D., M.R.C.S., L.R.C.P., D.P.H., Colonel, A.M.S., T.A., retired, 
age 

Winter.—On March 7, oe, . y Meadow House, Coniston, Lancs, John Brad- 
bury Winter, M.R.C.S., L.R.C.P 
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_ Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Twice Chlorinated Water 


Q.—Is there any harm in drinking water that has been twice 
chlorinated—once at source and again at the point of final 
distribution? If water is heavily chlorinated, what effects and 
symptoms might develop? Why is this double chlorination 
necessary ? 


.—It is an established principle in water supply practice that 
the number of lines of defence to prevent infection in the source 
of supply from reaching the consumer shall bear relation to 
the general quality of the supply and the circumstances of the 
purification system. Thus an underground supply of good 
physical quality and with an unimpeachable bacteriological 
history can be pumped into supply with no treatment other than 
a small dose of chlorine, while a supply drawn from a sewage- 
polluted river might, in addition to chlorination, undergo 
purification by long retention in a storage reservoir followed 
by either one or two stages of sand filtration. During the war 
the danger of unfiltered water passing into supply through 
damage to exposed sand filters by bombing was always present 
and often realized. It was therefore a measure of insurance 
to counteract this danger by chlorinating the water before 
filtration in addition to the usual chlorination after filtration. 
There is still a school of thought which considers it safer to 
rely on two rather than on one stage of chlorination in case 
of any breakdown, for this process is in some works the most 
effective means of achieving the high bacterial quality now 
taken for granted in a public supply. 

Even with twofold chlorination the combined doses of 
chlorine normally used in this country are lower than those 
often used in some parts of the world, and there is no evidence 
to suggest that any harm to the human system has ever been 
caused by the consumption over long periods of chlorinated 
water. Chlorine tends to disappear from water as it passes 
through the purification works: and through the distribution 
system of mains, and the amount demonstrable at a household 
tap in this country would hardly be more than a fraction of one 
part in a million parts of water. It may be added that, with 
judicious chlorination of a river-derived supply, disinfection, 
the removal of naturally occurring tastes, and an appreciable 
reduction of colour are all attained, while the household supply 
is virtually free from residual chlorine. When chlorinated 
water is taken into the stomach any trace of residual chlorine 
is immediately disposed of by the relatively massive concentra- 
tion of organic matter encountered there, and would then add 
but imperceptibly to the amount of chloride normally present 
in the stomach. 

Cereal-free Diet 

Q.—What diet can be recommended for patients suspected 
of being allergic to cereal foodstuffs, particularly wheat and 
oats? Are there any substitutes for these cereals? 


A.—The following is a cereal-free diet. 

Breakfast: choice of grapefruit or other fruit, fish, potato, 
bacon, egg, milk, tea, coffee. 

Lunch, Dinner, or Supper: choice of clear soup, meat, fish, 
potato (chipped, boiled, or mashed) and all other vegetables, 
fruit, egg, milk, cheese, tea, coffee. 

Tea: choice of fruit, fruit salad, tomato, lettuce, cheese, milk, 
tea, coffee, cocoa. 

Sensitivity to wheat is comparatively common ; sensitivity to 
oats is less common. Usually these patients can take other 
cereals, such as rye, maize, etc., with no ill effect. “ Ryvita” 
can almost certainly be added to the above diet and will allow 
butter, marmalade, and jams to be taken more easily. “ Brown 
and Polson’s Patent Corn Flour” is made from maize and is 


wheat free. This can be used for thickening soups, for sauces, 
and for making gravy. Wheat-sensitive patients must avoid : 
wheat breads (including gluten bread); biscuits; rye bread, 
which usually contains a proportion of wheat flour; cake and 
pastry ; all dry and cooked cereals made from wheat or bran ; 
macaroni and spaghetti; beverages such as “ Horlick’s” and 
“* Benger’s,” etc.; sausages; Yorkshire pudding; gravy made 
with wheat flour, sauces and soups thickened with wheat flour ; 
custards made with wheat (for example, “ Bird’s ”) ; and tomato 
juice thickened with wheat. Wheat flour must not be used 
in the cooking of meat or fish. There is little difficulty in 
avoiding oats. 


Trichomonas Vaginitis 


Q.—How should one treat a case of trichomonas infection 
of the vagina with a troublesome pruritus? Is there any way 
of preventing recurrence? The discharge has been repeatedly 
examined pathologically and other causes have been excluded. 
The patient is a nullipara with an otherwise healthy cervix, 
vagina, and vulva. There is no glycosuria. The condition has 
seemed to clear up temporarily after treatment with acetarsol. 


A.—Although many cases of trichomonas vaginitis respond 
readily to treatment some are extremely resistant, and either be- 
come chronic or relapse frequently and seem almost incurable. 
Sometimes this is because treatment has not been sufficiently 
intensive or has been discontinued too soon. In the case in 
question intermittent treatment with acetarsol may have resulted 
in the organisms acquiring resistance, and another antiseptic 
should now be substituted. A suitable one would be silver 
picrate, and a powder of this should be insufflated under 
pressure into the vagina three times weekly. Before each 
insufflation the vagina should be wiped clean and dry by cotton- 
wool pledgets, and it might also be painted with 2% aqueous 
gentian violet solution. At the same time silver picrate pessaries 
should be inserted into the vagina by the patient each night. 
Insufflations must be avoided during menstruation, but the 
remainder of the treatment—i.e., paintings and pessaries—should 
be continued, for the infection is most likely to relapse at that 
time. Treatment should be given for at least two months in all, 
and even then it may be wise to give it up gradually, stopping 
first the insufflations and finally the pessaries. It should not 
be suspended until at least one month after all evidence of 
infection has disappeared. Another useful adjunct to treatment, 
particularly in the later stages, is 1% lactic acid pessaries or 1% 
vinegar douches, a high acidity increasing the resistance of the 
vagina. If the patient shows an idiosyncrasy to picric acid, 
and if acetarsol, given in the same intensive manner, proves 
ineffective, one or other of the sulphonamides administered by 
insufflation and pessary should be tried. Coitus should be dis- 
continued during treatment, and whenever relapses occur the 
possibility of reinfection should be considered. Chronic 
trichomonas infection may be present in the husband and may 
be transmitted during intercourse. 


Amyloidosis 


Q.—What are the present-day theories about the aetiology 
and biochemistry of amyloidosis? Is there any evidence to 
suggest that its incidence has decreased recently? Are there 
any recent references in the literature ? 


A.—The aetiology and the biochemistry of amyloidosis 
remain obscure. The condition may be “ primary ’—that is, 
unassociated with other disease—or “secondary,” apparently 
symptomatic of chronic suppuration, pulmonary tuberculosis, 
Hodgkin’s disease, Boeck’s sarcoid, rheumatoid arthritis, 
myelomatosis, or malignant disease. The distribution of the 
amyloid infiltrations may be “ typical,” in kidneys, spleen, liver, 
and suprarenal bodies, or “atypical,” occurring diffusely 
throughout such tissues as the skin, bone marrow, or voluntary 
muscles, or limited to one organ such as the heart. All per- 
mutations and combinations have been observed, although the 
“ secondary ” cases commonly have the “typical” distribution, 
and the “atypical” sites are more often infiltrated in the 
“primary” form. In many of the secondary cases an increase 
in the plasma globulin is a feature, and it has been suggested 
that the amyloid material is this protein, which has perhaps 
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ANY QUESTIONS ? 


undergone some modification. Teilum (Amer. J. Path., 1948, 
24, 389) believes that the initial disturbance in many of the 
secondary amyloidoses is an “allergic hyperglobulinosis” of 
the reticulo-endothelial system from repeated stimulation of the 
immunity mechanisms. The relation between the various types 
is uncertain. Further information will be found in the papers 
of King (Amer. J. Path., 1948, 24, 1095), Koletsky and Stecher 
(Arch. Path., 1939, 27, 267), Weber, Cade, Stott, and Pulvertaft 
(Quart. J. Med., 1937, 6, 181), Lindsay (Amer. Heart J., 
1946, 32, 419), and Terbruggen (Virchows Arch., 1948, 315, 
250). 

The chemistry of amyloid material is still in doubt. Krakow 
(Arch. exp. Path. Pharmak., 1898, 40, 195) showed that it was 
a compound of protein and chondroitin-sulphuric acid, but this 
was denied by Eppinger (Biochem. Z., 1922, 127, 107), who 
found no sulphur, phosphorus, or carbohydrate present; he 
believed the material to be a mixture of amino-acids. Hass 
and his colleagues (Arch. Path., 1940, 30, 240; ibid., 1942, 34, 
92; ibid., 1943, 35, 226) found that amyloid material from 
patients dying of tuberculosis contained 80 to 90% of protein 
and a_ polysaccharide indistinguishable from chondroitin- 
sulphuric acid. Comparison with material from experimental 
amyloidosis of horses and rabbits showed a general similarity 
of behaviour, although there were definite differences. It is 
commonly believed that “amyloid” is descriptive of a. histo- 
logical appearance, and that the chemical composition of the 
material varies in different cases. 


Gonococcal Complement-fixation Test 


Q.—When does the gonococcal complement-fixation test 
become negative after cure of the disease? How long after 
infection in an untreated case does it become positive ? 


A.—It is not possible to fix a time when the gonococcal 
complement-fixation test becomes negative after cure. In some 
cases, particularly when there have been complications, it seems 
to remain positive almost indefinitely. In uncomplicated cases 
one might expect a reversal to negative within a few weeks of 
apparent cure. In a straightforward untreated case of acute 
gonorrhoea the reaction tends to become positive after about 
ten days, but patients vary a good deal in their elaboration of 


antibody. 
Burgi Theory of Drug Synergism 

Q.—W hat is the “ Burgi” theory of drug synergism? Please 
discuss the general validity of the theory and also its particular 
application to tab. codein co. 

A.—Burgi described his theory of drug synergism in a large 
monograph entitled Die Arzneikombinationen (Berlin, 1938). 
It is not easy to describe its main features in a short answer. 
Roughly speaking, Burgi believed that if two drugs with similar 
actions were given together the resultant effect would be 
considerably greater than if each were prescribed separately ; 
especially was this the case if each drug produced its effect 
in a different way. According to this theory, therefore, a 
mixture consisting of ammonium carbonate, potassium iodide, 
and pilocarpine, all of which are believed to produce increased 
bronchial secretion by different actions, would be the ideal 
expectorant. It seems that codeine and aspirin are more 
effective as analgesics when given together than when given 
separately, and it may be that each produces its analgesic effect 
in a different way. 


Tetanus Toxin and Poliomyelitis 


Q.—Has any experiment been undertaken to determine 
whether tetanus toxin, which presumably can be made to reach 
the anterior horn cells of the spinal cord at any desired level, 
has any preventive or neutralizing effect against the paralysis of 
acute anterior poliomyelitis? Would it be possible to use a 
modified toxin to convey to the spinal cord some chemo- 


' therapeutic substance active against poliomyelitis ? 


A.—The questioner is possibly thinking of the “ interference 
phenomenon” in which infection with one virus can protect 
the tissues against superimposed infection with another virus 
by previously occupying the cells which the second virus would 


attack, a condition which has been called by Andrewes pre- 
emptive immunity. If tetanus toxin acts centrally on the anterior 
horn cells—and there is still controversy on this point—its 
action is presumably different from that of a virus, and it is 
doubtful if there would be interference with the invasion of 
the cells by a neurotropic virus like that of poliomyelitis. How- 
ever, the writer knows of no experimental work which would 
answer this question. The suggestion that modified tetanus 
toxin might act as a carrier of some chemotherapeutic substance 
to the anterior horn cells is certainly not practical at present, 
since there is no substance which is therapeutically active 
against poliomyelitis virus, which is one of the smallest viruses. 


Demodex Folliculorum 


Q.—What is the best treatment for demodex infestation of 
the skin, especially of the face ? 


A.—This parasite is normally present in the skin and is not 
generally regarded as being responsible for any dermatosis, 
though rarely pigmented and scaling affections have been 
attributed to it. Treatment by washing with soft soap and 
the use of a sulphur ointment have been recommended. 


NOTES AND COMMENTS 


Migraine Treated by Pituitary Hormone.—Dr. A. M. Woo_mMan 
(Basle, Switzerland) writes: The reply to the query headed “* Migraine 
Treated by Pituitary Hormone” (“ Any Questions ?” January 14, 
p. 137) is somewhat unsatisfactory, because the writer does not 
distinguish between remedies intended for aborting single attacks and 
prophylactic treatment designed to prevent the occurrence of head- 
aches or moderate their severity. Pituitary hormone belongs to the 
latter category and carbachol to the former. The writer also states that 
carbachol “ is an alternative to ergometrine ’” and I wonder whether 
ergotamine was not intended. Numerous publications have testified 
to the fact that ergotamine tartrate, injected early in an attack, is 
an extremely effective remedy. Publications regarding the use of 
ergometrine in migraine are few and relatively unconvincing. Wolff 
in his book Headache and Other Head Pain (1948, London) states 
that 0.25-0.5 mg. of ergotamine tartrate administered intramuscularly 
relieves headache in more than 90% of cases, usually within one 
hour. He adds that ergometrine tartrate is less effective than 
ergotamine, the usual dose (0.2 mg.) being only half as successful. 
Ergotamine is not suitable for prolonged administration as a prophy- 
lactic agent, but its derivative, dihydroergotamine, which is much 
less toxic, has been claimed to give good results (v. Spiihler, O., 
Schweiz. med. Wschr., 1946, 76, 1259). The dose used was 1-3 mg. 
orally, three times daily. Brown (British Medical Journal, 1943, 2, 
201) reported that urea (20 gr. in water t.i.d. for one week, then twice 
daily for one week, and then once daily indefinitely) prevented 
attacks in many cases observed over an 84-year period. It is interest- 
ing that urine retention is known to occur before and during a 
migraine attack and that both urea and carbachol exert diuretic 
actions. The action of ergotamine, on the other hand, appears to be 
a direct one on the distended extracranial arteries which have been 
shown by Wolff to be responsible for the pain. 


Oedema of the Hand in an Infant.—Dr. W. J. B. pe GrucHy 
(Oldham, Lancs) writes: Referring to the question about oedema of 
the hand in an infant (“ Any Questions ? ” February 11, p. 385), 1 
first noticed this phenomenon in my eldest child, and have seen it 
and been consulted about it several times since. I have come to the 


conclusion that it is due to circulatory stasis due to cold. It always © 


happens in winter, and it is noticed when the baby has been in a 
pram or even in a cot in a cold room. It can be prevented by 
seeing that the hand is kept under the covers, covered by a glove, or 
included in the end of the sleeve. 
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